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BIOMEDICAL MORALITIES: A SYNDEMIC APPROACH TO STIGMA, 
COMMUNITY, AND IDENTITY IN HIV-POSITIVE BOSTON 
 
NICHOLAS EMARD 
ABSTRACT 	  
Stigma is multi-faceted and intersects with other damaging forms of social 
suffering. The evolving nature of HIV stigma is particularly evident in HIV communities, 
where community members adopt hegemonic views of biomedicine and incorporate them 
into their shared social space. I argue that such structural discrimination is a product of 
embracing “biomedical moralities,” where older community members adopt biomedically 
defined medical management as the standard of conduct. Such standards of living 
become so pervasive that HIV stigma nearly functions as a form of structural violence 
producing negative stereotypes of members who do not demonstrate “correct” ways of 
living with HIV. Such “biomedical moralities” lie at the nexus of community formation, 
contingent identities, and perceived stigma that members of HIV communities enact and 
embody.  In this work I propose a newly identified stigma-linked syndemic which is 
thought to contribute to HIV spread, pose challenges for HIV medication adherence, and 
promote known syndemic interactions between HIV and other STIs. Through 
ethnographic research I present HIV communities’ experiences with stigma and how that 
can worsen overall health effects.  I suggest that such research highlights needed 
improvements in anti-stigma campaigns and calls for an expansion of existing stigma-
related HIV syndemics research. 
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INTRODUCTION 	  
My first day at Fight AIDS Boston1 (FAB), the day I interviewed to become an 
intern, and later “researcher,” is burrowed into my memory. It was late August; the 
morning air had just started to becoming crisp, a foreshadowing of the impending doom 
that was winter. I could not decide whether I should wear shorts or pants. The forecast 
was hot and muggy for the latter part of the day, but the morning’s chill left me 
indecisive—a product of my nervousness.  I put on a teal and forest green checkered 
button down and a newly laundered white t-shirt. I hesitantly decided on my best pair of 
khaki flat front shorts.  It was pretty, but not too preppy, business on top, but casual on 
the bottom. I was supposed to be an anthropologist, I reasoned. I am not there to be 
fancy, I am there to fit in and learn about the community. 
          After my circuitous route, I ended up being fifteen minutes early and had some 
time to kill. So I meandered to the nearest furniture store to check out all the fancy things 
I could not afford to buy. I perused the store, comforted by the chill of air conditioning, to 
the disdain of the frumpy salesmen who scoffed at my tacky attempt at business-casual. 
Sensing that I did not quite fit in, with my bourgeois shoes and creased button-down, I 
embarked on the journey down the street with a pop in my step and butterflies in my 
stomach to my future research site. 
         FAB sits sheepishly in the corner of a couple of buildings, nestled between 
apartments and restaurants. In the early 1990’s this was pragmatic; members could slip in 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1 To protect their privacy, the names of people and organizations have been replaced with 
pseudonyms.  
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and out the back door without wondering if someone would see them or find out about 
their HIV/AIDS status. The brick front— like many of the buildings that inhabit the 
Greater Boston Area— is inviting. A row of bikes and subtle shrubbery welcome you 
into the colossal doors that reach up to the ceiling, which serve as a gateway into the 
vestibule of the building. A person who I will call Tina, whose effervescent smile and 
sweet inquisitive gaze make her job look effortless, welcomed me. I sat in an older brown 
chair and looked at the walls. The building had an old world charm: the red brick that 
adorned the outside of the building covered the walls and creaky floors exemplified the 
pre-war buildings found throughout the greater Boston area.  An L-shaped staircase 
caught my attention for the most part, with its symmetrical woodwork and chestnut floor 
would give off a blackish hue, if they were not worn from years of boots and soggy 
snowshoes. But, the warmth and charisma did not solely come from the character of the 
building—it came from the people within the walls. 
         I met with my supervisors, who greeted me softly and walked me through the 
intricacies of the building to their cozy office. I sat on the black futon in the squash-
yellow room. Many members used it as a therapy couch. On it, I shared my experiences 
working in the HIV-world as a student and assistant researcher. I adequately passed their 
screening and made plans for when I would start. Afterward, I received a tour of the 
building and was introduced to the dining hall, which was considered a staple of the 
community center. FAB offers services for HIV-positive individuals that vary from 
lunches or dinners to haircuts, art class, nutritional training, case management and much 
	  3 
more. On my guided tour, the members sensed “fresh meat” and decided to introduce 
themselves to me. This is when I first met Jeff. 
         Jeff is “FAB famous;” most people either know him or know of him. What 
immediately struck me was not his slicked back blackish, gray hair or the bricolage of 
clothing he was wearing, it was the scar that crept up his jaw. It gave him a Joker-esque 
quality. Of course, his loud personality matched that of the Joker. This was immediately 
confirmed when he asked about my role at FAB:       
Supervisor: This is Nick. He’s a medical anthropologist, he’ll be an intern here 
examining stigma. 
Jeff: Anthropologist? Well, I’m like a dinosaur. If you dust me off you’ll be able 
to unlock the secrets of mankind! 
Nick: (laughs) 
 
Despite being mistaken for an archeologist, that moment sticks out to me for many 
reasons. It was the first time I’d even been called a Medical Anthropologist, or any sort of 
title beyond student. It was jarring to hold such a label. It was also an early indication that 
this community was going to be boisterous and open. My proceeding encounters with Jeff 
were just as comical and witty. But Jeff was not just a source of entertainment, his 
narrative and life story mirrored many HIV/AIDS long time survivors denoting: tragic 
loss, substance use, hardship, advocacy and an empowering acceptance. 
         Jeff offered a quality of experiences that most people cannot match. His eyes and 
tarnished smile noted a past filled with pain, loss, and discrimination. In our interview, 
Jeff mentioned something that stuck with me for the duration of my research, and will 
continue to fester in my psyche for many years. He spoke about an experience he had 
with his therapist on the day 9/11 happened, saying: 
	  4 
I was taking the A train downtown to my psychiatry appointment, and the train 
stopped… at 42nd street. 
And I got out, and there were news trucks, and that’s unusual… 
And I asked a guy, “What happened”? 
He said, “The trade center has been hit”, and I laughed! I thought that was too 
absurd! And then I walked down 7th Avenue and saw the destruction downtown.  
  
Now, I saw those buildings going up and I knew that Battery Park City was built 
on landfill. I mean I knew how fragile it was so …it was [just] disturbing beyond 
belief. 
And there I have a psychiatrist appointment, and I said, cuz I had seen all the 
[destruction]—Saint Vincent’s was one of emergency rooms, that, and Belleview, 
which was one the upper east side—so they were swamped. 
So, anyways, so she’s asked me how I felt and I said, “Well I feel like, other 
people finally know how I feel, for the last ten years, since the AIDS crisis.” It 
was that same kind of numbing grief, disbelief, it’s like it may have been [the 
same]… I mean that day was very powerful for me.  (Interview 06-30-15) 
 
In his statement Jeff refers to the tragic loss of so many friends and colleagues from 
forces he cannot control. In many ways the HIV/AIDS epidemic has mimicked the events 
of 9/11. For the communities affected these events were disorientating, creating 
vulnerabilities that many did not anticipate. The aftermath also created panic, people 
were scared because they did not know; a phenomenon that I argue may still be seen 
today. Fortunately, these events also brought people together, whether politically 
motivated or not, HIV/AIDS crisis brought the gay community together for advocacy and 
care. Additionally, both events left lingering effects that can still be seen today, whether 
through increased security (biomedically, nationally, globally) or in the psyches of people 
affected. 
         The events of 9/11 created a sense of hopelessness—one that I argue exists on 
multiple levels. Much like the HIV/AIDS crisis, the people in the towers had no control 
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over their life or death; that was predetermined for them by several factors (where in the 
building they were, what they happened to be doing at the time, etc.). The passengers on 
the airplanes experienced a similar feeling of loss of hope as well for obvious reasons and 
arguably, the people who were not in the towers, the spectators. I think it can often be 
overlooked, but the world was forced to watch thousands of people die through illness or 
tragedy. 
Jeff’s notion that “other people finally know how I feel” was gripping. The only 
event that we could compare to the HIV/AIDS epidemic was 9/11. How could one truly 
know what people with HIV/AIDS feel? This query kept me searching for answers, 
narratives, life histories, and experiences that HIV-positive individuals felt. Ultimately it 
refined my research and kept me seeking new perspectives. I chose stigma as a lens to 
view HIV/AIDS experiences because it offered grounded historical, interpersonal 
significance, and biomedical meanings. While this quote does not necessarily 
demonstrate the stigma that Jeff has felt being an HIV-positive gay man since the 1990’s, 
it does show his cognitive frame and the ways he has experienced the epidemic. 
Consequently, it demonstrates Jeff thoughts of stigma and his inability to be affected by 
what he deems trivial nonsense.   
 Why STIGMA? 
Why would I want to examine the stigma of HIV/AIDS? I ask myself this 
question all the time; it does not come from an affinity for sociological perspectives. 
Stigma, rather, offers a way to examine HIV/AIDs in many facets. It affects how an 
individual seeks care, it offers a historical lens of examination, and much more. Mainly, 
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as part of an applied anthropology, I sought to examine these issues within my 
ethnographic research site. FAB was just starting an “End Stigma” campaign; this offered 
a way to examine the rhetoric surrounding stigma and dive into ethnographic research. 
Additionally, stigma offered ways to simultaneously examining structural issues and 
personal experiences, a critical phenomenology if you will. 
The 20th International AIDS Conference happened on July 20th-25th 2014.  I 
started interning at FAB at the end of August of 2014. Since stigma was addressed as a 
major barrier fueling the epidemic my supervisors sought to elevate it at the community 
center. Their intent was:  
“To broaden the understanding that the same barriers that have fuelled the 
epidemic over the past 30 years still exist today and need to be broken down 
including stigma, discrimination and repressive policies, attitudes and practices. 
These impede the application of scientifically proven prevention and treatment 
options and violate the human rights of those affected.” (AIDS2014.org) 
 
To address stigma within the community, the staff collected statements from members 
regarding barriers that perpetuate discrimination and stereotypes. Members wrote 
poignant messages expressing their encounters with body image issues, problems with 
dating and employment, and the lack of acceptance they felt from the community outside 
FAB. Their experiences were vast and the ways in which they defined stigma were 
deeply personal. 
         About two weeks into my time at FAB, I began attending forums for members 
where guest speakers would come and address issues or give informational talks. That 
particular week was a round table discussion that consisted of a Psychologist, an activist 
from a neighboring service organization, and a newly diagnosed member whom I call 
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Mark. Mark was a 76-year-old man who had come out as gay later in life, and was 
diagnosed months before I met him. As an older, newly diagnosed man he didn’t relate to 
many members of the community. He did not use substances, he had been married and 
only came out late in life, and his HIV status was not historically grounded; he became 
positive in an era where education, condom use, and antiretroviral treatment were 
adequate and expected. These all contributed to his isolation and anger. 
Mark discussed the immense shame he felt when he first learned about his 
positive status. He spoke of an “internalized homophobia” he experienced and this notion 
that he “dodged a bullet” with the HIV/AIDS epidemic, having come out later in life. He 
also discussed the burden of “coming out” as HIV-positive to his children, a phenomenon 
in literature known as a ‘second coming out.’ The various ‘layers’ of disclosing to his 
family were to assure his children that the grandchildren would not need to worry about 
transmission. His disclosure was also posted on his mobile dating profile as a way to 
educate and show solidarity with the gay community, but often met with trepidation of 
posters due to significations of “You be too” meaning to be ‘disease and drug free’ too. 
This rhetoric within the gay community was common, Mark said, noting that he often got 
turned down for dates due to his positive status, despite his adherence to his medications 
and his insistence of safe sex.         
         Mark’s narrative displayed multiple levels of stigma converging with aspects of 
his newly formed identity. He spoke of an inherent disposition that HIV/AIDS men, and 
women, are suppose to possess. In this case, the inherent disposition of a HIV/AIDS 
member at FAB has historical grounding from the beginning of the AIDS era where 
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shared death and suffering was common due to lack of knowledge. This was something 
that Mark was missing. 
His narrative also denoted what I purpose as a “biomedical morality” wherein gay 
men— and others living with HIV/AIDS— felt the need to display their “negative status” 
as a sign of being healthy and living “disease free.” To enforce these standards people 
who use substance too much or who contracted HIV in a different era were seen as 
“dirty,” “immoral,” and “old.” Such notions sparked my inquiry into stigma and the 
narratives of other members. As I would learn, each member defined stigma in his or her 
own way, often times differing from the ways staff talked about stigma. Much like the 
survivors of 9/11 long time members carried a sense of loss and tragedy with them, 
shaped by their habitus2 (Bourdieu 1986). However, they also gained an appreciation for 
life and a newfound sensibility through the events in the past. Ultimately this thesis 
examines the convergence of identity, the multiplicity of stigma, and the way that 
community formation competes within HIV/AIDS populations.  
In this thesis I argue that biomedicine perpetuates what I have called a 
"biomedical morality" wherein good HIV patients are totally adherent to medications and 
promote healthy behaviors—ones that control HIV management. In an attempt to limit 
potential HIV spread drug use, unprotected sexual intercourse, and lack of bodily 
management are stigmatized and deemed immoral. Thus, stigma not only manifests 
among HIV-members within their communities but also, and especially, outside of their 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
2 The term “habitus” is explicitly defined in the next chapter. It refers to inherit 
dispositions that are historically, politically, and socially grounded.   
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shared space. Biopower's3 structural stigma reinforces stereotypes that become embodied 
within and outside HIV communities.  
 
Chapter Overview: 
  In the Background Chapter, I introduce FAB as the historical site of this 
ethnography. I examine a brief history of HIV/AIDS within the United States, which is 
mostly Boston-centric. The vast historical, and seemingly political, underpinnings of the 
HIV/AIDS epidemic are a research topic in itself.  This exploration will include the role 
of HIV/AIDS campaigns as scare tactics, the influence research has played in the 
HIV/AIDS epidemic, and the emergence of anti-stigma campaigns and organizations that 
specifically right against HIV/AIDS stigma. Additionally, I address the theoretical 
perspective that I employ throughout work to provide context to my analysis.  
The Methods Chapter, intuitively details the ethnographic strategies that I 
employed to conduct my research. It also discusses the roles that my participants and 
FAB played in choosing my methodology, and the part my internship played in shaping 
my sampling. I used modified grounded theory as a basis of my qualitative work with 
discourse and narrative analysis as a coding tool. 
For Chapter Three “Double Hermeneutics: Community and Symbols” I consider 
the framing of “community” and the meaning of spatial symbols as they operate within 
FAB. This chapter examines the construction of “community” as a physical, social, and 
cultural space. Stigmatization of members who do not adhere to community standards 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
3 Also defined in the next chapter and expanded upon throughout this thesis. 
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exemplifies an embodiment of biomedical standards. Additionally, to navigate between 
two worlds-—inside the HIV-community and ‘in the real world’— participants create 
spatial symbol that operate on a physical and psychological level.  
Chapter Four “Contingent Identities and The Multiplicity of Stigma” focuses 
more directly on the intersectionality of stigma within the context of membership at FAB. 
I look at the ways aspects of members’ identities affect the stigma that they perceive 
within and outside the community.  In this chapter I examine the integration of an 
HIV/AID as a central aspect of identity, navigating one’s “positive status” during dating, 
and the reemergence of life after “terminal” illness.  
         In Chapter Five “Community Morality: Syndemic Theory and Stigma” I build 
upon the previous chapters to propose a new syndemic involving substance use, medical 
adherence, and increased STI-risk among MSM within HIV-positive Communities. This 
syndemic highlights the health consequences of perceived stigma within HIV-positive 
communities. 
I conclude with an appreciative critique of the syndemic model, demonstrating its 
strengths and weaknesses within the context of this particular community setting. 
Throughout I address the concept of ‘biomedical moralities’ as it is demonstrated and 
legitimized through the ethnographic work in this thesis. Additionally, I make 
recommendations for further areas of investigation and ways to address stigma within 
community settings.  
  
	  11 
CHAPTER ONE: BACKGROUND 
The Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency 
Syndrome (AIDS) have had a long political history in the United States—one where 
stigma has always been at the forefront.  In this chapter I will inform readers about past 
and current trends in literature addressing the HIV epidemic, illuminate the multi-faceted 
nature of stigma, and elucidate research necessary to understand syndemic interactions 
integral to parts of my research that follow in subsequent chapters. First I explain the 
history of HIV that has transformed public knowledge while contributing to many 
different forms of stigma. Then I provide a general overview of public health campaigns 
targeted at HIV/AIDS stigma. From these foundations, I discuss Goffman’s conception of 
stigma using critical medical anthropology, and syndemic theory, which informs much of 
my research. A syndemic perspective can inform many public health campaigns about the 
deleterious effects of stigma surrounding HIV/AIDS. I explain the background and links 
between these literatures to foreground such aspects of my research in advance of the 
interactions I will later propose. Explaining such theoretical concepts allows me to 
evaluate the usefulness of syndemics and the limits of current “anti-stigma” campaigns.  
 
HIV/AIDS: An Introduction  
HIV/AIDS is not only a biomedically-defined disease, but also a social illness 
with political and historical significance. In 1983, the Human Immunodeficiency Virus 
(HIV) was discovered as the cause of Acquired Immune Deficiency Syndrome (AIDS) 
(Smith &Whiteside 2010). HIV is a lentivirus that attacks the CD4+ cell— T-
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lymphocyte— that affects immune functioning (Weiss 1993: 1273) Overtime the virus 
destroys CD4+ cells, and if too many are destroyed the body cannot fight off infection. 
AIDS, as defined by the Center for Disease Control (CDC), indicates that individuals 
with HIV must have less than 200 CD4+ T-lymphocytes/uL, and an opportunistic 
infection (i.e. Pneumocystis carinii pneumonia (PCP), Kaposi’s sarcoma, etc.) (Castro et 
al. 1993:802). As participants note in subsequent chapters, once an individual has a 
confirmatory AIDS diagnosis they are defined as having AIDS for life, even if CD4+ 
levels rise and viral load4 is suppressed.  
Gay Activism  
 In the early 1980’s HIV was thought of as a gay man’s disease, but as women, 
children, and hemophiliacs began acquiring the virus, the public’s understanding began to 
change. Once called “the Gay-Related Immunodeficiency Disease (GRID), or ‘the gay 
plague’” this stigmatized perception of HIV was used to further justify discrimination 
against gay or bisexual men seeking health services (Smith &Whiteside 2010: 3). As the 
Boston Globe reported, “[f]or lack of a microbiological villain, those known to be at risk 
— gay men, Haitians, intravenous drug users, and hemophiliacs or others who’d received 
multiple transfusions — became targets of discrimination” (Shen 2014:2).   The general 
public was scared because little was known about the disease. HIV supposedly spread 
through pleasurable acts like sexual intercourse, which resulted in fear and stigma about 
being infected (Smith &Whiteside 2010).  This fear and the resulting stigma of 
HIV/AIDS thus were present since the beginning of the disease. HIV/AIDS was then 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
4 Viral load indicates the number of copies of HIV virus in one’s bloodstream.  
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understood as both biologically and socially damaging. Stigma persisted even as 
information about transmission (through unprotected intercourse, injection drug use, and 
from mother to child) became more accurate.  
Though religious right-wing advocates framed HIV as divine punishment for 
“sinful” (aka, homosexual) lifestyles, other more liberal groups saw the epidemic as a 
human rights issue. As Smith and Whiteside (2010) note (Brayer and Fairchild 2006):  
The gay rights movement, building on the momentum it had gained in the 
preceding decades, began campaigning for HIV/AIDS to be viewed as a human 
rights issue. Advocates argued that infection was not the only risk; if found 
positive, individuals also faced harmful discrimination (pg. 3). 
 In the late 1980’s and early 90’s as part of a collective advocacy community, Lesbian 
Gay Bisexual (LGB) HIV/AIDS social services started to form agencies in major 
metropolitan cities to provide support and health care services for AIDS ‘victims’. 
 In Boston, where I conducted my research, gay activists and their allies formed 
committees to campaign for health care and services for HIV-positive individuals and 
people living with AIDS.  With an increased sense of community and awareness, support 
centers were formed as a provision for HIV/AIDS infected individuals. (Hays et al. 1992; 
Bennett et al. 1989). As Bennett et al. (1989) suggested,  
policymakers should consider three options: creating regional AIDS centers, 
implementing policies that promote a rapid but carefully monitored increase in 
experience of low-volume hospitals with human immunodeficiency virus-infected 
individuals, or providing highly focused educational efforts at low—AIDS-
experience facilities (2975).  
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The response to HIV/AIDS suggests a form of surveillance over HIV infected bodies, but 
many of these efforts were founded on a sense of social support and advocacy. Thus, the 
confining surveillance from state agencies differed in the way individuals sought to 
advocate— and help liberate individuals with HIV/AIDS. Later chapters will describe the 
ways that biomedical authorities influence the control over HIV/AIDS bodies.    
One in particular AIDS service organization, FAB, had its genesis in a small 
Thanksgiving meal in 1989 where HIV-affected friends gathered to reflect on their 
diagnosis, share their hopes and fears, and console one another (FightAIDSBoston.org)5. 
Eventually, services expanded with the simultaneous growth of the epidemic, and the 
support and ‘collective bargaining’ of community members. Once served from a small 
kitchen, the center’s meals catered to so many people that they required expansion into a 
new, better-equipped building. As of 2008, FAB has served over 1,500 members making 
it one of the largest community service organizations in all of New England. 
(FightAIDSBoston.org)  
Biotechnologies and Treatment 
With the advent of antiretroviral therapy, having an HIV diagnosis became more 
manageable and less of a terminal sentence. In 1985 the U.S. Food and Drug 
Administration (FDA) approved the first commercial blood test to screen for the HIV 
antibodies present in blood (George et al. 1990).  This was in part due to the case of Ryan 
White. White was an Indiana teenager who acquired HIV through infected blood used in 
a blood transfusion to treat his hemophilia, and who was refused entry into his middle 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
5 Website has been changed to reflect the pseudonym of the ethnographic site.  
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school because of his HIV status. Ryan began speaking publically, with the coaching of 
his mother, about the effects of stigma and discrimination for people who have 
HIV/AIDS (Madru 2003). Consequently, The “U.S. Centers for Disease Control and 
Prevention (CDC) revised the AIDS case definition to note that AIDS is caused by a 
newly identified virus and issue[d] provisional guidelines for blood screening” (Castro et 
al. 1993).   
 Since President Ronald Reagan did not speak publically about AIDS until 1986,  
despite a large number of AIDS related deaths, the public outcry for investment in 
research and treatment were a long and arduous process (Shilts 2007). In 1987 the FDA 
approved azidothymidine (AZT), also called zidovudine, which became the first AIDS 
drug (Kane 2008).  Even then, AZT only slowed the progression of the virus; it did not 
offer much hope. Finally, in 1996 HAART (Highly-Active Antiretroviral Therapy), a 
multidrug cocktail containing elements of AZT, was first offered to HIV-positive 
patients, offering hope to decelerate the progression from HIV to AIDS (Kane 2008). 
The drug works by targeting HIV's reverse transcriptase, the enzyme the virus 
uses to copy its RNA onto DNA. The result of this copying is double-stranded 
DNA, which the virus needs in order to integrate itself into a host immune cell. 
Limit this enzyme and we should expect to see the HIV infection slowing down 
(Bryne 2015:1). 
Slowing down the HIV virus allowed people to regain their immune function and resume 
healthy lives. In such instances, HIV became a manageable disease rather than a certain 
death sentence. The community’s relationships shaped attitudes of HIV/AIDS victims to 
“survivors” who could go back to work, resume their lives, and be ‘free to fuck’. But, 
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even with the advancement of medication, HIV/AIDS still left its lingering effect on 
community members who needed to rebuild their health and deal with the psychological 
effects of what had happened to them; in Chapter Four, I will discuss this phenomenon 
explicitly.  
Demographics  
Multi-drug cocktails may have made the disease livable but social determinants 
such as poverty, homelessness, and drug use persisted, making HIV/AIDS a continuing 
public health and political concern. Now that people could live and work, even with HIV, 
the demographic make-up of populations seeking HIV-related community services began 
to change. The population of HIV epidemic then began to reflect cultural minorities, 
substance users, and other marginalized groups. For example, according to a 2012 public 
health report:  
Forty-four percent of people living with HIV/AIDS in Massachusetts are white 
(non-Hispanic), 30% are black (non-Hispanic), 25% are Hispanic/Latino, 2% are 
Asian/Pacific Islander, and less than 1% are of other/undetermined race/ ethnicity. 
To illustrate racial and ethnic disparities, black (non-Hispanic) individuals make 
up 6% and Hispanic/Latino individuals 8% of the total Massachusetts population 
(Massachusetts Department of Public Health 2012: 2). 
Thus, the number of Caucasian people affected is higher, but only because there are more 
Caucasians that make up the Massachusetts population. While African American and 
Hispanic/Latino individuals make up 6 and 8 percent of Massachusetts’s population 
respectively, they represent a disproportionate 30% and 25% of the HIV-infected 
population, respectively. 
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Economic and Racial Disparities  
Racial and economic disparities are driving factors in the current epidemic, and 
further contribute to the stigma one perceives, which may contribute to the lack of HIV 
testing. Additionally, race may be a factor in engagement to care. According to the 
Massachusetts Department of Public Health: 
Linkage and retention rates for newly diagnosed black (non-Hispanic) are higher 
than for white (non-Hispanic) individuals (80% compared to 71%), but viral 
suppression is lower among black (non-Hispanic) individuals at 64% compared to 
71% for white (non-Hispanic) (MDPH 2012: 4).  
Some Black (non-Hispanic) individuals are being linked in care, but they are not 
engaging in activities that will suppress the virus—like taking pills. According to the 
Boston Globe, researchers “found higher rates of poverty and unemployment among 
HIV-positive men... ‘What emerges is a picture of people who are alienated from the 
health care system.’ said Mayer.” (Shen 2012:1) Medical research director of the Fenway 
Institute, Dr. Kenneth Mayer, and his team continued to look at the social and economic 
barriers that seemingly discouraged black gay and bisexual men from getting tested for 
HIV and other sexually transmitted disease perhaps due to social, economic, or cultural 
barriers. Whitehead (1997) suggests,  
if we are truly interested in developing effective HIV/AIDS programs targeting 
low-income African American males, then the sociocultural "meanings" that this 
population attaches to AIDS-related phenomena must be understood in the 
broader contexts of American constructs of masculinity, and  in the real and 
perceived experiences of black men in America (pg. 411).  
Though there are racial and cultural disparities, social and economic factors play heavily 
into pill taking, monitoring HIV viral load and achieving viral suppression. Such 
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disparities can come from stigma that still exists within these communities. As Haile et 
al. (2011) explain the stigma that takes place in black gay and bisexual men living in 
New York:  “these men’s narrative centered on the ways in which stigma manifests in 
broader structures that organize public, institutional, and social life” (pg. 438).  This 
perceived stigma in areas that compromise “social standing” plays a role in the 
disengagement from care that may contribute to worse overall health outcomes.  
 
 Stigma: 
I find that the biggest disconnect with people in general, whether you are a 
professional or not, is communication. If the language isn’t understood on both 
levels, you know; what I anticipate [and] what I think the meaning of stigma is… 
could be very different from you or anyone else. -Grant (Interview 07-09-15) 
  
Above is an excerpt from a discussion with a participant named Grant (to be 
presented in detail in subsequent chapters), about the different meanings and language 
used to describe HIV stigma. He suggests that perceptions of stigma are different for 
everyone and language is especially important within medical and professional settings. 
In such spirit, I use Goffman’s (1963) definition of stigma and his concept of “spoiled 
identities” to expand upon the nuances of stigma as they have long been, and continue to 
be, associated with HIV/AIDS. 
Goffman's (1963) definition of stigma most notably refers to “ ‘the situation of the 
individual who is disqualified from full social acceptance’ and any ‘attribute that is 
deeply discrediting’ ” (pg. 2). From these aspects of stigma, concepts like “enacted 
stigma”, “self-stigma”, and “layered stigma” play a role in how academics perceive 
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stigma. HIV-positive individuals may see stigma differently, as rather amorphous or 
rigid, depending how who you’re asking. Some participants had a clear definition of 
stigma such as: disclosing someone’s status, being discriminated against for employment, 
or having someone refuse to drink from their cup. Others, like Grant, acknowledged that 
stigma is different to everyone, which means it may be interpersonal and subjective.  
Stigma, in the eyes of my participants, was recognized as some level of discrimination 
either through lack of education, prejudice, or fear. They often spoke about Goffman’s 
conception that is based in lack of social acceptance, but did not always account for the 
ways other academics categorize and represent social stigma.      
Social stigma intersects with damaging forms of social suffering, including 
ageism, homophobia, and other forms of intersectional discrimination such as racism, 
classism, and violence (Smit et al. 2012). Parker & Aggleton  (2003) address stigma as a 
fluid rather than a static aspect of societal attitudes, framing it as a constantly changing 
social process. The HIV epidemic is similarly fluid.  Both biomedically and socially, the 
disease is immensely different for those diagnosed in the 80's versus those diagnosed 
now. Nearly 35 years ago, HIV/AIDs was popularly portrayed as a ‘gay cancer,’ 
(Cantwell 2006) but now the face of HIV has changed. People do not walk around with 
IV poles trailing alongside them, they do not typically bear the lesions of Kaposi's 
sarcoma, and they do not have to take 15 pills a day. HIV has become mostly invisible to 
the eye, yet with this cloak of invisibility stigma has become ever more evident. 
Much public health and psychological research on the experiences of people 
living with HIV describes “enacted stigma” (Schrambler 2009), or the ways in which 
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HIV-negative people discriminate, judge, or negatively interact with HIV-positive 
people, though little literature to date examines how stigma is enacted between or among 
individuals with HIV. 
The intersectionality of stigma can also be based on fixed aspects of one’s 
identity. Kimberle Crenshaw first used the term “intersectionality” to address the racism 
and sexism that perpetuate violence against black women.  Crenshaw and others sought 
to highlight the gendered and racial dimensions of discrimination in black and feminist 
communities (Crenshaw 1991). Intersectionality, more broadly, examines how social 
identities, particularly among minorities, intersect with systems and structures that 
reinforce oppression and discrimination (Crenshaw 2014). Bowleg (2012) mentions how 
public health research can use intersectionality to talk about social categories. She 
described it as: 
a theoretical framework that posits that multiple social categories (e.g., race, 
ethnicity, gender, sexual orientation, socioeconomic status) intersect at the micro 
level of individual experience to reflect multiple interlocking systems of privilege 
and oppression at the macro, social-structural level (e.g., racism, sexism, 
heterosexism) (pg.1267). 
Schrambler (2009) adds that stigma based on attributes -- such as race, ethnicity, and 
sexual preference -- rather than illness (as in Goffman’s original construction) may also 
adversely affect health. While many HIV-positive individuals may feel stigmatized by 
their serostatus, stigma related to class, sexuality, age, and ethnicity can combine with 
HIV-related stigma to create multiple intersecting and overlapping stigmas, each and all 
of which can impact health. 
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To expand upon this concept, Ritcher & Phelan (2004) look at psychiatric 
outpatients who define internalized stigma as, “when an individual perceives stigma 
existing in the culture and expects to be treated with devaluation and rejection" (pg. 258). 
Schrambler (2009) further clarifies forms of stigma related to HIV: 
When stigma is internalized by those Goffman designates ‘normals' it results in 
prejudice and may lead to enacted stigma; when it is internalized by putative 
possessors of stigma the consequence is ‘self-stigma.' In the latter case, people's 
self-concept is congruent with the stigmatizing responses of others; they accept 
the discredited status as valid (Steward et al.2008: 446). 
When individuals accept these forms of devaluation and "self -stigma" they appear more 
likely to engage in behaviors that are risky for their health. Jefferies et al. (2015) note, 
"the pervasiveness of HIV stigma and its potential to compromise health warrant greater 
understanding of HIV stigma experienced by young MSM in the United States" (pg. 59). 
While Jefferies’ study included specifically young MSM, a greater understanding of HIV 
stigma experienced by and between MSM generally is needed to elucidate the potential 
social conditions that exacerbate biological interactions between known risk factors for 
HIV stigma and other HIV co-factors6 (syndemics). 
 Much has been written about HIV-positive MSM perceiving stigma from the 
predominantly heterosexual world around them (Lee, Kochman & Sikkema 2002; Rao et 
al. 2007; Rintamaki et al. 2006; Van Der Straten et al. 1998) and from HIV-negative 
members of gay and MSM communities (Courtenay-Quirk, et al.2006: Smit et al. 2012).  
Smit et al. (2012) outlined stigma related to, "discrimination and rejection by HIV-
negative gay men, stigma related to aging, changes in physical appearance, race/ethnicity 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
6 An explanation of Singer’s syndemics is provided in Theoretical Perspectives.  
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and self-stigma" (pg. 406). From these findings, perceived stigma was associated with 
‘risky’ sexual behaviors (such as unprotected anal intercourse, multiple sexual partners, 
etc.), alcohol consumption, recreational drug use, lack engagement in health care, and 
medication non-adherence (Smit et al. 2012).  Additionally, HIV-related stigma and 
discrimination has also been found to have negative impact of people living with HIV, 
acting as deterrents to HIV-testing, serostatus disclosure, and linkage and retention in 
care (Smith et al. 2012). 
Overall, the body of related HIV stigma research positions stigmatized or 
‘spoiled’ identities (Goffman 1963) as a form of symbolic violence (Bourdieu 1986): 
when HIV-positive individuals or communities perceive and perhaps accept (consciously 
or subconsciously) negative notions of themselves based on cultural and societal 
evaluations. Bourdieu’s concept of “symbolic violence” reflects the ways violence is 
enacted upon individuals with their own complicity (Bourdieu and Wacquant 2003). 
Societal evaluations as such result in misrecognition of individual with HIV that they are 
somehow “less than fully human” (Padilla 2009:155).  This is the process by which 
external forms of structural and symbolic violence, oppression, and discrimination, 
become embodied in people’s lives—and on their psyches and bodies—through the 
internalization of stigma (Lee, Kochman, and Sikkema 2002; Brouard and Wills 2006). 
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Public Health Campaigns, Stigma, and HIV 
Combatting HIV/AIDS stigma has been an intractable battle since the recognition 
of the disease. Activists, public health officials, and policymakers have lobbied for the 
rights of people living with HIV/AIDS to live and work freely. Despite their efforts, 
stigma and discrimination persist. Thus, major efforts to combat stigma and 
discrimination are underway. Campaigns against stigma have been formed locally and 
internationally to educate, improve, and expand upon current notions of HIV and its 
transmission. Each campaign denotes stigma that HIV-positive individuals face in certain 
ways but often do not target within-group HIV stigma. Such stigma is based off 
perceived drug use, socioeconomic status, race, or other facets of one’s identity, which 
contributes to enacted stigma within HIV-positive communities; such stigma is 
something that I will address in subsequent chapters.  
Stigma has been made a priority in HIV/AIDS advocacy and medical treatment.  
Stigma and HIV-criminalization were main themes of Sydney's International AIDS 
conference in 2014– a forum to discuss HIV/AIDS advancement in research in the United 
States (places like Boston) and abroad. Bill Clinton addressed such topics saying, "it is 
‘unbelievable' that after all this time, ‘stigma and discrimination are on the rise in some 
contexts' "(Press Release, aids2014.org).  In this vein, Parker and Aggleton (2003) 
highlight the limitations of: "individualistic modes of stigma alleviation and calls instead 
for new programmatic approaches in which the resistance of stigmatized individuals and 
communities is utilized as a resource for social change" (pg. 13). They call for programs 
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that address inequalities existing and perpetuated by class, race, gender, and sexuality 
(Parker & Aggleton 2003).  
Anti-stigma campaigns, in regards to HIV and other illnesses, seek to create or 
accelerate cultural shift, wherein changing attitudes and increased education of the 
general public decreases associated stigma (Smith 2002; Kleinman 2009; Mahajan et al. 
2008). However, historically HIV awareness campaigns have perpetuated stigma. These 
campaigns may in fact be effective in decreasing numbers of "infected" individuals, but 
often enhance a culture where HIV is feared and therefore more stigmatized. 
 A poignant example is offered in the fear-based HIV prevention campaigns used 
internationally. Green and Witte (2006) suggest "fear-motivated behavior changes 
actually occurred in American gay communities hard hit by AIDS, leading to sharp 
declines in HIV infections in the mid-1980s, even before most formal AIDS prevention 
programs were launched" (pg. 257). In such mindset, they further stipulate American 
AIDS experts "wrongly" rejected such fear-based tactics under all contexts and stages of 
the epidemic (Green& Witte 2006: 257). Fear based campaigns were common in the first 
stages of the epidemic and included media such as:  
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Figure 1: Example of a typical fear arousal AIDS poster from Uganda from the 
1980s (Green& Witte 2006: 251). 
 Such campaigns highlight the public health importance of "everyone" being 
susceptible to AIDS. These campaigns also socialize people into to not only be scared of 
AIDS, but to be hyper vigilant about its insidious health effects; this is especially true in 
the United States where biomedical treatment is widely available. The poster from 
Uganda depicts AIDS as a choice, "I wish I had said No to AIDS." Fear campaigns also 
emphasize inevitable death from AIDS. Some bias may be accounted for due to lack of 
knowledge during that period.  However, HIV prevention campaigns may still emphasize 
fear based tactics in more discrete and subconscious ways. In such contexts, fear can 
emphasize a form of structural violence, which are the ways that social structures work to 
harm or disadvantage certain individuals, it is intended to “inform the study of the social 
machinery of oppression” (Farmer 2001:307). In subsequent chapters I will explore the 
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power of biomedicine to instruct and inform individuals of AIDs, in such contexts, 
denotes the ways that public health discourse creates static notions of a disease, and 
further contributes to stigma.   
HIV/AIDS Awareness AND Stigma— Current Models 
  Many current HIV/AIDS awareness models do not employ such fear tactics, due 
its reinforcement of stigma. HIV/AIDS prevention campaigns now employ individual, 
behavioral, structural, and societal level interventions to combat stigma and reduce fear 
and discrimination. Many public health campaigns emphasize a multi-sectorial approach 
using socio-ecological models to target vulnerabilities at various levels (Reynolds 2010; 
Shomanah 2003). However, Hemrich, and Topouzis (2000) suggest implementation of 
multi-sectorial responses can be “hampered by a host of structural, logistical, and policy 
constraints” (85).  In the United States and abroad, structural and logistical problems can 
hinder the efforts of stigma campaigns to reduce discrimination of individuals with HIV. 
Several governmental and international agencies established policies to combat 
HIV/AIDS.  UNAIDS has set developmental goals from 2011-2015 on a mission called 
"Getting to ZERO". Their goal is to reduce the number of new diagnoses to zero. They 
believe that:      
We also must recognize that, beyond its health impact, HIV acts as a lens that 
magnifies the ills of society and the weaknesses in our social systems. The HIV 
response gives us an opportunity to strengthen the social fabric, improve social 
justice and reinforce the systems that deliver critical services to the most 
vulnerable members of our communities. We must achieve a balance between 
intensifying work in the hardest-hit countries and identifying other settings, such 
as cities, where the impact of HIV is affecting specific communities—particularly 
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men who have sex with men, sex workers and their clients and people who use 
drugs (UNAIDS 2010: 9). 
Their goals intend to identify and address areas of inequality. From such perspectives, the 
U.S. Centers for Disease Control (CDC) had brought about their program called "Let's 
Stop HIV Together". This program is, "part of Act Against AIDS, CDC's 5-year, national 
communication campaign to combat complacency about the HIV/AIDS epidemic in the 
United States" (CDC 2013: 2). The campaign has several components, but fights stigma 
through national advertising, local advertising, social media, campaign website 
(http://www.cdc.gov/ActAgainstAIDS), and promotional materials such as the logo 
depicted below. 
 
 
FIGURE 2: An ad for World AIDS Day 2013, the theme being Getting to Zero:  
Zero new HIV infections, zero deaths from AIDS-related illnesses, zero 
discrimination. 
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The Stigma Project  
Many existing anti-stigma campaigns target HIV-positive audiences addressing 
HIV status when dating, using appropriate language, and heightening education about 
HIV to the general public. An example is thestigmaproject.org, a “grassroots organization 
that aims to lower the HIV infection rate and neutralize the stigma associated with 
HIV/AIDS through education and awareness via social media and advertising" 
(thestigmaproject.org).  They hope to foster an "HIV Neutral" world, one in which both 
HIV positive and negative individuals can be free of fear, discrimination, and judgment. 
They have created numerous campaigns advocating for PrEP (Pre-exposure prophylaxis, 
also called Truvada), an antiretroviral pill taken by HIV-negative individuals to reduce 
their chance of acquiring the virus7. The project, based out of LA, also conducts 
campaigns around language--how to talk openly about sex opportunities with an HIV-
positive individual. By creating dialogue around language, the Stigma Project hopes to 
forgo microaggressions and educate people on the how not to discriminate against 
someone with HIV. 
 
 
 
 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  7	  Liu et al. (2014) discuss the emergence of PrEP and its intersection HIV, and stigma, 
however that is out of the scope of this thesis. Combating stigma related to PrEP in an 
immerging area of research.	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FIGURE 3: Displays ways of displaying dating profiles that are and are not 
stigmatizing. 
Figure 3 addresses common problems in language and discourse around HIV. 
Many dating profiles or hook-up apps of MSM (and otherwise) contain language such as 
“clean”, “DDF (Disease and Drug Free), or “Neg(ative) Only”. Such discourse around 
“clear” and “dirty” often implies a sense of superiority, wherein HIV-positive people are 
inferior for their ‘infected’ status. In order to subvert this discourse, The Stigma Project 
advocates putting HIV status and date. This avoids connotations of clean/unclear and 
other language that can be discriminating and lessening.   
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Individual-level Campaigns     
Additionally, there are copious campaigns that HIV-positive individuals 
spearhead to reduce stigma and support people who are fighting alone. (e.g. 
http://openlypoz.com, http://www.imstilljosh.com, and http://nogoingback-
thereisonlyforward.blogspot.com) Often, these campaigns are personal blogs, websites, 
or social media outlets that seek to educate others about the effects of HIV and to 
promote awareness. These project intend to use social media to address stigma, educate, 
support people who are HIV-positive, and encourage people to get tested. Each campaign 
is special in its own way and helps educate people, through self-produced media, about 
the effects of HIV. These campaigns meaningful at reducing stigma at individual levels 
and help facilitate community-level discussions of stigma.  
“End the Stigma. End HIV.” 
 Interning at FAB, I stepped into their anti-stigma campaign at its halfway point. 
Prior to my arrival, as part of the Boston Pride Parade, FAB adorned its members with t-
shirts, bandanas, and logos that said, “END THE STIGMA. END HIV.” Such advocating 
against HIV stigma came out of the Sydney International AIDS conference where stigma 
was mentioned as a significant barrier to ending HIV transmission. In such a spirit, 
employees and members alike proudly displayed their notions of ‘anti-stigma’. In fact, 
many parades such as the AIDS WALK Boston and PRIDE Parade are such displays of 
‘anti-stigma,’ where HIV/AIDS bodies are displayed in attempt show that they look and 
act like average people. Stigma was explicit discussed within FAB as a barrier to ending 
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the epidemic. Many members supported the cause, as they do every year, in an attempt to 
advocate for the community and educate others about HIV/AIDS.  
 When I stepped into the “END THE STIGMA. END HIV.” campaign, my 
supervisors were preparing outreach strategies. They were looking to bring the discussion 
of stigma outside FAB’s walls. This was encouraged through community blogging, 
creating a Tumblr, and other forms of social media advocacy. Together we collaborated 
with members’ individual campaigns to help spread the word about stigma and garner an 
already established Internet presence. An aspect of my internship was to examine existing 
(anti) stigma campaigns and seek ways to improve FAB’s. We utilized some of the 
materials from The Stigma Project, to address language used on dating or hookup 
websites and apps. A bulletin board was organized each month to reflect different aspects 
of potential discrimination. Some members consider filling out a disability form for an 
employer, a potential form of discrimination. Such community activities were done to 
provoke conversation about stigma. Topics were often posted online, some were 
discussed within the center, but most did not cause much sensationalism within the 
community. I suspect that members had already talked about stigma within the 
community, and sought other forms of HIV care that were more immediately important to 
them.  
 We conducted focus groups with various populations to try and better inform our 
campaign, but were met with conflicting messages. The purpose of the focus groups was 
to address why members felt so differently about stigma. Some members saw stigma as 
an issue, while other were not bothered by it. For quality improvement, my supervisors 
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often asked for ways that the center could better address the needs of the community— to 
which addressing stigma was never mentioned. I suspected this had to do with how 
members have been socializing within the community and their interactions outside 
FAB’s walls. Many members who were deeply invested in the community often reported 
less stigma. However, aspects of one’s identity seemed to be an influence of perceived 
discrimination that they faced, which often meant the stigma was not associated with 
their HIV diagnosis, but rather an aspect of their lives was affected by HIV. I will further 
explore this concept in Chapter Four.            
 
Further Research  
Addressing the various overlapping and intersecting stigmas associated with an 
HIV identity is considerably overdue. The intersectionality of stigma for being a gay 
African-American man, or being an HIV-positive person who injects drugs have only 
been marginally addressed in public health campaigns (Hawkeswood 1993). Overcoming 
these divides within HIV communities will be a key factor in combating HIV stigma, to 
improve public health and quality of life. A truly intersectional prevention and treatment 
effort will require confronting structural, biological, and biosocial factors. As the 
following chapters will illuminate from the research I conducted with HIV communities 
in the Boston area, multiple, inextricable social stigmas affect HIV-positive MSM, each 
of which can affect their biological and behavioral risk factors for continuing or increased 
HIV stigma, and for additional behavioral and medical conditions that interact 
syndemically with HIV.  
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Working with HIV-positive community members to address and reduce each of 
these types of stigma is long overdue, and thankfully underway. But there is more to be 
done. Recognizing, examining, and documenting the role of stigma in HIV treatment and 
care is essential not only for HIV-positive individuals' day-to-day lives, but also for 
promoting supportive environments within HIV communities. Mahajan et al. (2008) 
suggest several factors to help combat stigma and discrimination: "H[IV]/A[IDS] stigma 
is considered a major barrier to effective responses to the HIV epidemic. Yet, there is 
little consensus among policymakers and program implementers about how best to 
define, measure, and diminish the phenomenon” (S75).  They propose a conceptual 
framework for HIV-related stigma, addressing the inequalities present on individual, 
societal, and structural levels that reinforce stigma.  
In regards to anti-stigma campaigns, Smith (2002) suggests, “Initiatives from the 
ground up should be encouraged, particularly where these coordinate with ‘top-down’ 
projects, such as advertising or educational campaigns” (321). Boston area HIV 
community centers do work to combat stigma in multiple ways. For example, FAB took 
on projects related to addressing and navigating romantic relationship, communication 
and status disclosure for HIV-positive MSM, providing community groups to voice 
concerns and address issues, and creating stigma awareness blogs, Tumblr pages, and 
other social media websites. Creating truly intersectional, biosocially effective campaigns 
to "end HIV stigma" will be highly beneficial to HIV-positive and MSM communities.  
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Theoretical Perspectives 
To expand on issues raised in the study of MSM and HIV stigma, I will employ 
Critical Medical Anthropology (CMA), an analytical lens used to examine macro-level 
structural inequalities that affect individual health and experiences (Singer 1995).  As a 
branch of CMA, I use Merrill Singer’s theory of “syndemics” to highlight the deleterious 
interaction of social and biological factors that contribute to the greater burden of stigma 
on HIV-positive individuals’ health (Singer 2009). In subsequent chapters, I present and 
propose a syndemic model for understanding the health effects of stigma for men who 
have sex with men, based on research based at FAB, and how this interacts with everyday 
life and programing. 
 Biopower 
Inspired from Durkheim’s concept of functionalism, I analyze stigma as a 
function of social control in which members within and outside of HIV communities use 
to create desired social environment. Singer (1993) writes: “the construction of an 
epidemic situation has strategic value in determining the configurations of what Foucault 
calls ‘bio-power,’ since the epidemic provides an occasion and a rationale for multiplying 
point of intervention into the lives and bodies of populations” (pg.117).  Epidemics, such 
as HIV/AIDS, legitimate the surveillance of medical instructions over diseased bodies.  
Foucault’s concept of biopower is a theoretical construct particularly useful for 
examining HIV stigma. Biopower explains the ways biomedicine and its treatment can be 
used as a biopolitical technique of power over individual’s bodies (Foucault 1984). 
Bodily subjugation is employed through disciplinary institutions (biomedical facilities) 
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and surveillance techniques to mold human populations for desirable economic process 
(Foucault 1984). Biomedical treatment becomes a form of social control for individuals 
with HIV.  Foucault’s interpretation of disciplinary techniques and security can be 
expanded to include disciplinary power enacted through symbolic violence (Bourdieu 
1977: Cowie 2011). This can be through societal or cultural evaluation that biomedicine 
creates, which individuals or communities internalize negatively.  Consequently, 
individuals with HIV may come to believe societal or cultural notions about HIV/AIDS 
as a “dirty” disease. They serve as a foundation for “biomedical moralities” where 
individuals with HIV have “good” or “bad” ways of living with their disease.  
 Bourdieu’s concept of habitus is also a means of examining the political and 
historical embodiment of HIV/AIDS. Bourdieu’s concept of habitus refers to inherit 
dispositions that are structurally shaped and grounded in historical, political, and social 
settings (Bourdieu 1986). Interestingly, one’s habitus can be to product of generational 
inheritance:   
Most importantly, although every individual’s habitus in unique, modulated by 
serendipity and charisma and constantly changing over the course of a life, it also 
contains biographical and historical sediments filtered through past generations. 
(Bourgois and Schonberg 2009:16) 
 
Thus, the ways the individuals have been socialized to live with HIV affects each 
person’s disposition. Stigma then becomes something that is deeply personal and is an 
embodiment of historical, cultural and societal standards. Mahajan et al. (2008) explain, 
“structural violence and pre-existing stigmas potentiate the power of stigmatizers and 
enable even more intense stigmatization and discrimination” (pg. s71).  
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 Link and Phelan conceptualize the “sociocognitive and structural aspect” of 
stigma, which is based on inequalities in social, economic, and political power (Link and 
Phelan 2001; Mahajan et al. 2008: S71). Stigma is produced when: 
(i) individuals distinguish and label human differences; (ii) dominant cultural   
beliefs link labeled persons to undesirable characteristics (or negative 
stereotypes); (iii) labeled persons are placed in distinct categories to accomplish 
some degree of separation of ‘us’ from ‘them’; and (iv) labeled persons’ 
experience status loss and discrimination that lead to unequal outcomes (Link and 
Phelan 2001: 367) 
 
Individuals with HIV are discriminated against based off of characteristics that are 
undesirable (i.e. “addicts”). These also manifest within the communities that they form. 
This can be described as the “the larger political economy on health…. in which 
inequalities based on social relations (formal or informal hierarchies of power based on 
social location) constitute forms of “structural violence” (Schoenberg et al. 2009:110).   
The larger political economies on health often characterize what medical anthropologists 
characterize as the structural determinants of health and disease (Padilla 2009: 161; 
Farmer 2001; Singer 1998). In subsequent chapters, I will further argue that the structural 
determinants of health are visible within Boston’s HIV communities.  
Embodiment 
 Throughout this thesis I apply the term embodiment to refer to the adoption of 
biomedical values of HIV/AIDS management. Social epidemiologist Nancy Krieger uses 
the concept of embodiment to describe the ways individuals incorporate biologically, the 
social and material worlds in which they live (Krieger 2001).  Thus, the concept of 
embodiment looks at the social and biological determinant of health to examine the ways 
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social disadvantages materialize as illness and disability. Horton and Barker (2010) use 
this framework to discuss the ways that ‘stigmatized biologies’ of young Mexican 
farmworkers perpetuate the embodiment of inequalities in which the health body is a 
marker of social advantage.  
I examine how the habitus of HIV/AIDS bodies— the historically and culturally 
inherited dispositions— are incorporated into biomedical models of care. Because 
HIV/AIDS bodies have been historically stigmatized the adoption of biomedical values 
and standards becomes a natural expression of ‘taking care of one’s body’. To avoid 
doing so further perpetuates distance from the normal body— one without HIV. The 
“embodiment of biomedical moralities” is an incorporation of standards of biomedicine 
as a product of inequalities that exist within HIV communities. And as Kreiger, Horton, 
and Barker suggest, these inequalities can have biological effects, some of which are 
outlined in subsequent chapters.   
Critical Medical Anthropology 
As a twenty-year-old faggot, I get no affirmation from my culture, I see issues 
that affect my life—the issues raised by AIDS—being considered in ways that 
will probably end my life. For this reason I think that if there is to be a movement 
that will shift the discussion of AIDS away from the moralizing punitive attitude 
that has characterized this country’s policy, it will be built out of an emergent 
popular culture, one that affirms the lives of those affected. It will be a 
counterculture that will grow out of the broad-based mobilization to end the 
global epidemic - Picture a Coalition. (Bordowitz, 1987:182) 
 
The goal of CMA may not be to create a counter-culture as Bordowitz describes, 
but rather to reveal and challenge existing policies and structures that exacerbate and 
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reinforce health inequalities. CMA is a subset of applied medical anthropology that 
blends ethnographic approaches with critical theory to look at structural inequalities that 
affect health (Singer 1989). CMA considers the political economy from which 
inequalities are driven and reinforced. Political economy considers “the structure of 
social relationships that grow out of the system of economic production” (Singer 1998:4). 
Singer cites Frederic Engels’ use of political economy for research frames that expand on 
Marxist theory to study the effects of global capitalism. Thus, the political-economy of 
AIDS considers issues such as:  the medicalization of care, the lack of support and health 
care for minority populations, and the power (or authority) of biomedicine in research 
and treatment (Cohen 1999; Waldby 1996; Singer 1993). Such an analytical lens allows 
researchers to examine the role of social stigma in the spreading of HIV/AIDS or in 
blocking access to resources among people who are already infected.  
Singer describes the political economy of AIDS as having a role. 
[A]mong the poor, the creation of urban gay sexual identity and gay community 
centers following the Second World War, and the subsequent spread of AIDS in 
these communities, as well as of the ways ‘women’s subordination influences 
their risk and experience of HIV/AIDS (Singer 1989: 21). 
As such, CMA not only seeks to elucidate these potential factors of ill health, but also to 
address the policies and structural constrains that create such inequalities.    
CMA’s goal is to create what Clifford Geertz calls, “nonreformist reform” or 
Singer’s “system-challenging praxis,” which seeks to unmask the origins of social 
inequalities and make permanent changes to the alignment of power (Baer, Singer and 
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Susser 2003). It is not about changing the world - it is about challenging the structures 
that affect the everyday lives of marginalized individuals.  
As a theoretical framework used to analyze and interpret ethnographic data, CMA 
helps us to first understand and then challenge the social and political structures that 
impede HIV-positive individuals from obtaining the health care and social support they 
deserve. Using such theoretical perspectives illuminates the various factors that reinforce 
and drive stigma in the context of HIV communities. In addition, the use of CMA as an 
applied practice empowers researchers to consider the real-world applications of their 
work. While theoretical models and phenomenological approaches may provide vivid 
insights into someone’s life, they may not adequately challenge the structures that 
reinforce such settings.  I apply the tenets of CMA to my approach with syndemics by 
highlighting the structural factors that are causing exacerbating deleterious biological 
interactions in such social settings. In doing so, I take a critical look at the stigma within 
the FAB community and the macro-level forces that are engendering such discrimination 
and prejudice.    
Syndemics 
Syndemics is a concept created by Merrill Singer combining the words synergy, 
meaning “two or more agents working together to create a greater effect than the sum of 
working alone,” and -demic, which can stand for epidemic, pandemic, endemic (Singer 
2009: 28, 29). Syndemics is concerned with both the pathological reality and the social 
construction of illness, and the interaction of these together. As such, syndemics is 
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particularly useful in my application because it seeks to understand the social realities 
that make and exacerbate two or more biological factors, or pathological realities.  
Singer expresses that minority populations do not face AIDS as a “single-
epidemic” but rather they come from a striking “synergism of plagues:” 
those already bearing heavy burdens of unemployment, racial discrimination, 
neighborhood decay, inadequate housing and homelessness, street violence, poor 
sanitation, hunger and malnutrition, inadequate medical care, policy-making 
indifference or outright hostility, and ‘high levels of stress caused by all these 
adverse conditions (Singer 1998, 20). 
Thus, the social conditions that minority groups (homeless individuals, injection drugs 
users, and MSM) face increases their disease burden. Singer adds, “AIDS in these 
communities is not an isolated threat, but is an integral part of a far broader ‘syndemic’ of 
intertwined diseases and noxious social conditions” (Singer 1989: 21). To add to the list 
of noxious social conditions, stigma also negatively affects the amount of hostility that 
one receives, and can be dangerous to the health of HIV-positive individuals. 
An early example is the substance abuse, violence, and AIDS (SAVA) syndemic 
in which substance abuse worsens the effects of AIDS, and violence can reinforce 
substance abuse (Singer 1996). These interactions are mutually reinforcing and cyclic. 
SAVA syndemic describes the social inequalities of that take a toll on the lives and well 
being of the urban poor in inner-city Hartford, CT. In another example Ostrach and 
Singer (2012) explore the political vulnerabilities that place women are risk for HIV and 
STI interactions. They determine that social and structural conditions interact in various 
ways to create pathways that pose synergistic threats to women’s health and thus produce 
“gendered patterns of biopolitical vulnerability” (Ostrach and Singer 2012: 266). 
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Syndemic theory also addressed how cultural marginalization affects the health of gay 
and other men who have sex with men by identifying how substance abuse, violence, 
depression, and the management of identity affect gay culture (Stahl 2008; Padilla et al. 
2012). Stahl (2008) suggests, “syndemic theory predicts that racial/ethnic minorities of 
low-SES men are especially vulnerable to syndemics: certainly, class and race play an 
important role in vulnerability to HIV infection” (267-268).  
 Stigma drives interactions between multiple bio-behavioral factors for HIV/AIDS 
including risky sexual behavior (resulting in increased risks for additional STIs), drug 
use, and reduced medication adherence.  The social factors for this syndemic include 
specific forms of HIV stigma found within groups of HIV-positive MSM, era of 
diagnosis, perceived sexual practices and drug use. Such social factors also cause groups 
of MSM to be perceived by fellow MSM as differentially ‘responsible’ for having 
acquired HIV depending on their assumed sexual or drug use behavior, or background.  
In subsequent chapters I will explore the adaptation of “biomedical moralities” in 
which hegemonic views about “correct” way of living with HIV/AIDS are embodied and 
enacted on others in the form of stigma. Additionally, I examine the interactions of 
identity and the stigma enacted on members of HIV communities. Finally, I will explore 
syndemic theory purposing the ways that risky sexual behavior, drug use, and reduced 
medication adherence interact syndemically with perceived societal and social stigma 
within and among HIV communities. Stigma enacted on HIV-positive bodies in a product 
of “biomedical moralities” wherein individuals incorporate biomedical standards to their 
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perceptions of disease and illness. These moralities create hierarchical separation within 
and outside HIV communities, and perpetuate the stigmatization of HIV-positive bodies.    
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CHAPTER TWO: METHODS 
The focus of this ethnographic research was to examine HIV stigma at a local 
HIV community center in the Greater Boston area. With the guidance of my internship 
supervisors along with the interactions I had with community members, I narrowed my 
research scope to examine stigma within HIV communities. From this site, I sought to 
elucidate the different factors that influenced and drove stigma within the HIV 
communities from members of the community toward other community members. 
Gaining access to the community came in stages. I was first tested by the quick-witted, 
snarky nature of the community; I passed unabashedly.  Then I had to add a little 
personality and charisma to my interactions to have deep meaningful conversations with 
members. I suspect this was due to the personal nature in which stigma affects the 
community that many members would not openly talk about it.  I was able to find out that 
many HIV-positive members —seemingly gay, bisexual, or otherwise— felt stigmatized 
by the gay community.  
I sought to find the intersections of stigma that affected the community. From 
this, staff members brought up in-group tensions that resulted in animosity from members 
toward other members.  I particularly remember attending a weekly group where one 
member was adamant about removing “recovery” discourse from group discussion 
because “not all of us in this room are addicts” (Fieldnotes 10-15-15).  This frustrated 
staff and ostracized other members of the weekly group who benefited from such 
engagement.   With further investigation I sought to determine the sources these internal 
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tensions, which contribute to the changing nature of the HIV epidemic and the dynamic 
nature of stigma.    
 In this research, I hoped to broaden earlier findings on HIV-stigma and contribute 
to public health campaigns that target stigma as a defining factor in the epidemic. Faculty 
members and FAB staff guided this specific research question on anti-stigma campaigns. 
Through fieldwork, observations, and on-going relationships with members I learned that 
stigma is not as simple as “X stigmatizes Y”; instead it is multi-faceted, sometimes self-
inflicted, and permeable, especially over time. Members, and sometimes the community 
center itself, speak about stigma in certain ways and portray it in a certain light. My 
purpose was to see how members defined stigma, how they perceive stigma from others, 
and what drives stigma within the community.  
 
The Field Site  
 Tucked in what looks like a back alley, FAB is located in an inconspicuous 
brownstone surrounded by restaurants and apartments, which are also brownstones. At 
the front of the building, minimally painted white characters shine through the windows, 
a faded volunteer sign flaps flimsily in the wind, and a tarnished bike rack adorns the 
spatter-riddled concrete sidewalk. Each unobtrusive aspect enhances a passerby’s ability 
to stroll past the community center without a second glance. Such obscurity may be done 
purposefully.  
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 I inquired about FAB’s location and was informed that turning the 1990’s this 
‘tucked away’ aspect was pragmatic, allowing members to sneak in and out of the 
organization. Members would often go through the back alley and enter the building 
through its back entrance. The back entrance looks like most city alleys: with small 
amounts of black trash-laden pavement, a fire escape that zigzags down the building in 
intersecting patterns, and greenish dumpsters that sit beside each building. For many 
members this inconspicuous back-alley entrance was an escape for members to freely 
move in and out.  
Once inside the building the layout resembles a rectangle. A prominent honey oak 
countertop tucked underneath the L-shaped staircase compels guests to greet the desk 
person. If you are caught downstairs around noon— lunchtime—members pack into the 
boxy space like sardines in a can. And like an open tin can, their bodies spill onto the 
staircase with eagerness to get some grub.  
At the top of the stairs, you are forced to pick a direction. Almost automatically, 
one is compelled to the left—into the art room. This space is multi-purpose, offering 
members a place to receive a haircut, a station for making jewelry, or in the month of 
October, a showcase for the best painted pumpkin. I particularly liked the various 
Minions, made in anticipation of the “Minions” movie. The red brick walls are lined with 
black shelves with glass fronts that hold a rainbow of colored paper, multiple paint sets, 
and an array of miscellaneous knick-knacks. If you can manage to get through the art 
room without being distracted, the cafeteria is just beyond that space.  
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The structural organization and social environment of the cafeteria seems friendly 
and even non-hierarchal; contrary to the weekly meeting groups mentioned above. Many 
staff and members often sit at the same tables and talk amongst themselves. The only 
thing visually separating the two groups are the red lanyards that staff are required to 
wear.  Heated debates about who was the best character on Sex and The City often arise, 
but are almost immediately settled with “but their outfits, they were so fabulous. I mostly  
watch just to see the dresses!” Lines between members and staff are often blurred; some 
staff transition over from members into peer advocates or long-term volunteers. I share 
the sentiment of anthropologist and filmmaker Kwame Phillips (2014) who describes his 
ethnographic site as “a space of egalitarianism - an alternative space of friendly 
familiarity” (pg. 3). Staff members can also often be seen serving lunch with the 
volunteers or serving drinks at the never-ending line of the juice bar. If the staff are not in 
the lunch room chatting, serving food, or eating, they are up the stairs and to the right.  
This side of the building offers much smaller rooms dedicated to offices and 
conference rooms. Immediately past the staircase lies the library— or the post-lunch 
napping spot. It incorporates an eclectic mash-up of couches and reclining chairs— one 
may see a sea of worn royal blue leather with tattered buttons, suede beige, or multi-
colored grey fabric woven into a Triscuit pattern. Amongst the parking lot of used 
couches that line the walls, bookshelves take up the back corner. The books are donated 
and do not resemble any sort of collection— The Complete Collected Poems of Maya 
Angelou may be placed next to Stephen King’s Carrie. I found most members entrenched 
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in the comfy couches than engaged in multiple books. To the dismay of the members, 
staff often disrupted the quiet space to keep naptime down to a minimum.   
Past the library and through a small annex lie the offices of staff members, two 
single stall bathrooms adorned with baskets full of condoms and lubricant, and the 
computer center. Throughout my research at FAB I floated in between offices or the 
computer room, depending on the availability of space. Mostly I was housed in one of the 
two small offices that encompass the “social work wing”. Members moved freely 
throughout these offices stopping from time to time to chat with my supervisors. I met 
many new people this way, and became familiar with the “regulars” who stop in and tell 
us about their week. Whether it was the calming yellow walls, the mural of a monkey 
climbing a tree on the far right wall, or the comforting smile of my supervisor, members 
felt comfortable sitting down and chatting to us about their lives, relationships, or small 
accomplishments.  
The physical space of the community informed me about the people inside it. The 
layout of the building shaped my interactions with members, helped me pick pragmatic 
spots for interviewing, and informed my participant observations. The history of the 
building gave me a reference of the stigma that many long-time members faced. The 
character of the building itself also helped me to define and interact with the characters 
that inhabited it; it showed me who was more likely to talk to me and at what times. 
Ultimately this knowledge shaped how I began conducting my research.  
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Planning & Recruitment 
I intended to apply a mixed-methods study using semi-structured interviews, 
focus groups, and anonymous, demographic surveys to gather qualitative and quantitative 
data regarding perceptions and experiences of stigma associated with HIV status and 
transmission. I also planned to collect and analyze the data mostly qualitatively, with 
quantitative data used for triangulation. My interviews would be with people who 
volunteered to be interviewed one-on-one, or as part of a focus group. 
In recruitment, I sought to interview members with whom I had prior 
relationships through my internship. This was an attempt to address the interpersonal 
nature of stigma. I hoped they would be comfortable enough to share personal aspects of 
their lives with me. I strategically used surveys as proxies (or pre-interviews, if you will) 
to find members for possible focus groups or one-on-one interviews. I reasoned that 
surveys could be helpful for focus group data. As Bernard (2006) suggests, “focus groups 
do not replace survey, but rather complement them… you can convene a focus group to 
discuss questions for a survey” (pg. 233).  I also sought out participants that attended 
previous focus groups that were conducted by and at FAB while I was interning; in this 
way, I already gained familiarity with their stories. 
In terms of interviews, questions, and analysis I used a modified grounded theory 
approach. Charmaz (2014) explains:  
grounded theory methods and intensive interviewing are open-ended yet directed, 
shaped yet emergent, and paced yet unrestricted. Researchers adopt intensive 
interviewing precisely because it facilitates conducting an open-ended, in-depth 
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exploration of an area in which the interviewee has substantial experience (pg. 
85).  
My participants were most experienced in HIV/AIDS stigma—especially those who were 
long time survivors— which is why their narratives encompassed substantial parts of the 
interview. This methodology allowed me to generate questions based on themes 
identified by my participants. I then had the flexibility to skip interview questions that did 
not reflect themes produced by participants. 
 
Research Activities 
The Boston University Medical School Instructional Review Board (IRB) 
determined my protocol EXEMPT on April 09, 2015—I subsequently began conducting 
interviews informed by on-going participant observations. Over the course of my 
internship and for my field site research I visited FAB over 85 times for various 
interviews, internship activities, and data gathering. Throughout the fieldwork process I 
was able to conduct: participant observations over an 11-month period (including general 
conversations with staff and members), demographic surveys, and qualitative semi-
structured interviews. 
Participant Observations 
 Participant observation was a significant part of my research, as I was an intern at 
FAB for the academic school year.  In doing so, I hoped to not only gain rapport with the 
staff and members but also further refine the direction of my project to focus on the 
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community members’ experiences.  Bernard (2006) writes that participant observation is 
about:  
stalking culture in the wild—establishing rapport and learning to act so that 
people go about their daily business as usual when you show up. If you are a 
successful observer, you will know when to laugh at what people think is funny; 
and when people laugh at what you say, it will be because you meant is to be a 
joke (pg. 344).  
I suspected that I achieved ‘successful’ participant observations with the liminality of my 
position— many members also thought I was a member, or client advocate. I spent a lot 
of my time focused on participant observations, which granted me access to observe the 
inner working of the community. For example, I was scheduled to help serve lunch once 
a month. The positioning of the “salad station” allowed me to take note of where 
members sat and what “cliques” they formed. My participant observations included 
conversations that I had with members and staff, things I overheard while in the dining 
room, observing spatial movements such as body language, attitudes, and interactions of 
members, focus group data that I helped scribe and collect, and any liminal thoughts that 
I wrote down.   From the formal internship I took copious field notes, conducted field site 
visits, and collected various cultural material (e.g. Blogs, “Third Thursday” HIV forums, 
news articles from websites like thebody.com, examined anti-stigma websites like 
thestigmaproject.com).  
Semi-Structured Interviews 
My formal data fundamentally comes from 12 semi-structured interviews that I 
conducted over a period of two-months, mostly from July and into August 2015. A semi-
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structured interview “is open-ended, but follows a general script and covers a list or 
topics” (Bernard 2006:210).  Interviews came and went in sporadic, often chaotic flows. 
Sometimes I went a week without interviewing anyone and other times, I did multiple 
interviews in one day. All of the interviews conducted, with the exception of one, were 
conducted at the center8. Due to the participant’s work schedule, we conducted the only 
outside interview in a park near his home. Interviews were most pragmatic to conduct at 
FAB, it was a place where participants felt at ease and it offered a controlled environment 
to talk about their HIV status. To protect anonymity and confidentiality, interviews were 
conducted in a room that allowed privacy for the participant to disclose their HIV stories, 
without being heard by onlookers.  
I interviewed 11 males and one female; this included two male staff members. 
Participants ages ranged from 40s to mid 60s, most were diagnosed during the 80’s and 
90’s. Younger participants were not readily available as member at FAB averaged about 
50 years old. One participant in his mid- 50’s was diagnosed in 2008, but became 
severely sick due to lack of treatment.  I interviewed two Latino participants, both born 
outside the conventional United States, one was an immigrant; one participant was 
African American; and nine were Caucasian or of Eastern-European decent.  Due to the 
ebb and flow of people in the community center African Americans and Latinos are less 
frequent visitors, and therefore harder to confirm interviews with.  Additionally, racial 
stereotypes may have led more white males to feel comfortable with me as a (white) 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
8 Used throughout this thesis in reference to the community center, FAB.   
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researcher. Due to these factors, the prevalence of my sample consists of Caucasian 
males.  
Of the members I interviewed, three participants (a quarter of this qualitative 
sample) had been at the center for over 20 years; two were members for over 10 years, 
and seven were members for 5 years or less. The concentration of newer members may 
be due to the tensions within groups, which will be explored in subsequent chapters.  All 
participants, but two, had been diagnosed with HIV/AIDS for over 15 years; half (six out 
of 12) participants had been living with HIV/AIDS for over 20 years.  This suggested that 
many participants had experience with medications, the healthcare system, and 
recognized the prevalent America cultural attitudes toward HIV/AIDS.  
The gendered nature of the interviews also reflects the history of FAB. As one 
participant noted, it started out as a local “gay white male group,” which then started 
inviting straight and bisexual members due to rising infections rates. In participant 
observations, I had many formal and informal conversations with women who attended 
the center. However, on a regular basis I did see a handful of women there, and we 
became good friends. During my internship, my supervisor and I conducted a focus group 
with women of color to address their needs at FAB. I sat down and had lunch with them 
afterwards, besides my “Tom Brady looks,9” the women discussed the center’s lack of 
incentives. Many of their companions were either busy working during the day or went to 
other service organizations that could offer them ‘goodies’ like groceries, household 
products, and clothing. (Fieldnotes 02-16-15)  I suspect the perceived lack of community 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
9 A generous assessment, at best.	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(Addressed in Chapter 3) and incentives brought these women to other agencies. Their 
limited number of visits did not transpire into interviews.  
Demographic Surveys  
To triangulate my data and produce a mixed-methods approach I collected 30 
surveys through a small questionnaire (10-questions) related to demographic information 
and perceptions of stigma within the community. Triangulation involved, “corroborating 
evidence from different sources to shed light on a theme or perspective’ (Creswell 
2013:251). In distributing the short anonymous surveys to members I sought to define the 
demographics of the sample population, including age, education, time since diagnosis, 
sexual orientation, drug use, and other health conditions. Though the statistics of the 
surveys are not cited throughout this thesis, they informed my data in important ways.   
Surveys enhanced my overall findings as well as helping me to identify themes that 
emerged in subsequent chapters. I transcribed, coded and analyzed my interview 
transcripts in tandem with field notes from participant observations and survey data to 
develop my initial findings and build thematic codes that are presented in subsequent 
chapters.  
 
Specific Outcomes:  
Transcription and Coding 
 Interviews were recorded using my iPhone and subsequently hand-coded word-
for-word using MS Word and iTunes. As Harding (2013) emphasizes, “recording the 
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exact words of a respondent is essential if the researcher wishes to use techniques such as 
discourse analysis” (pg. 49). Recording the interviews was important to me because I 
wanted to engage with my participants. “[T]he interviewee may become distracted by 
note taking and the researcher is unlikely to be able to make a sufficiently detailed 
record” (Oppenheim 1992:69-70; Harding 2013:49). Because of the intimate and often 
emotional nature of the interview questions, I maintained eye contact with participants, 
and was sure to ask if they needed to stop at any point during the interview.  
I employed the qualitative program, NVIVO to further identify and explicate 
themes from the interviews. This allowed me to work with the “HIV/AIDS stories” that I 
had elicited.  In doing so, I hoped to scrape away another layer of complexity 
surrounding stigma. Narrative analysis was used to code for topics explored in each “HIV 
story.” Viney and Bousfield (1991) note the advantages of narrative analysis:  
narrative analysis seems to us to be more respectful of research participants, 
which is much needed in research with AIDS affected people… it can be based on 
an interview style which acknowledges their expertise and can result in relatively 
undistorted accounts of their contributions, it also seems more ethical… Narrative 
analysis, too, has the advantage over other methods that it brings together rather 
than separates elements of human experience in the integrating concept of the 
story… we were impressed by the usefulness of the vivid accounts of AIDS-
related experience both to researchers and to policy makers (764). 
As such, I tried to offer the most vivid accounts of my participants’ stories and their lived 
experiences with stigma and discrimination.  
Rooted in modified grounded theory, my use of narrative analysis came out of an 
open-ended question that was suppose to give minor background of informants 
	  55 
experiences, but ended up being a major component of the project.  Questions related to 
stigma were changed throughout as each person’s experience with stigma varied and 
required additional inquiry. For example, “In what ways has HIV affected your life? Has 
it been in positive or negative ways?” was often skipped because most informants address 
this in their “HIV story.” In such cases I felt that it was necessary to skip the question to 
maintain the flow of the interview. Informants were often asked to speak informally (i.e. 
conversational tone) due to the prior relationships that I had with each of them. I also 
interviewed people who I’d spoken to previously or knew casually through other friends 
at the FAB. Because I interviewed participants that I already knew, I felt that I was able 
to more accurately portray their lives with HIV. These relationships also allowed me to 
do some fact checking to see if the stories in interviews matched up to prior 
conversations.   Not all interviews were elaborate stories but all explored ways of looking 
at stigma and discourse around the framework of the FAB. 
Discourse analysis revealed other related findings including the ways that people 
describe their timelines and told their stories. Discourse analysis “refers to [the] study of 
the manner in which language is used to construct descriptions, stories, and accounts” 
(Wooffitt 2005:13-18; Harding 2013:138). Informants often remembered the date of their 
diagnosis, the year, and what they were doing during that time, some with vivid and 
specific details. Discourse analysis also contrasted the way participants thought about 
stigma, and what stigma meant to them. Additionally, it helped me define the different 
meanings between being diagnosed with HIV versus having an AIDS diagnosis; this is 
further described in Chapter Four.  
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Discourse analysis also revealed that ‘stigma’ is an ugly and cumbersome word. 
Participants did not want to talk about stigma because they perceived it as a negative 
term. This could be due to the fact that stigma had previously been addressed prior to my 
arrival on the “END STIGMA. END HIV.” campaign.  As a result, stigma was thought of 
in different ways, and was often overlooked or downplayed. When asking about stigma 
within the community, participants would say that there was not any or give an example 
of uneducated individuals who stigmatize them (i.e. contracting HIV from someone’s 
saliva, someone refusing to drink from their cup). Stigma’s varied notions meant that 
language was important.  To overcome barriers about addressing stigma, I had to find 
ways to talk about stigma using the word directly.  
Finally, discourse allowed me to examine the “biomedical morality” that operates 
within the community. I would argue that discourse analysis also “involves [the] study of 
the maintenance of power relations, showing how power is achieved through the use of 
words” (Mucie 2006:75; Harding 2013:138). For example, referring to someone as ‘dirty’ 
(HIV-positive) or ‘clean’ (HIV-negative) was highly stigmatizing and often provoked by 
biomedical standards of being ‘healthy’. Further explanations can be seen in Chapters 
Three and Four.  
Limitations 
Due to unforeseen challenges, I made a couple of adaptations to my original plan. 
My research activities changed for various reasons that depended on access to the 
community, people’s availability to be interviewed, time constraints, and evolving 
insights into the community. Primarily, I did not include focus groups within the scope of 
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my research. Though this was in my original IRB proposal, time constraints did not allow 
me time to recruit and form a cohesive group. However, data from earlier focus groups 
from my internship were part of my original participant observations, and allowed me to 
have more focused one-on-one interviews with the participant that did choose to do an 
interview. 
 The generalizability of the study may be limited to fairly homogeneous 
population at the center. Most members were alive (and sexually active) during the 80’s, 
which put them in their 40’s, 50’s, and 60’s now; there was not much intergenerational 
variation in my data. Additionally, many people leave or do not show up for long periods 
which meant that I did not interview many of the initial members that I formed bonds 
with. People often leave for various reasons. These might include: going to prison, being 
asked to leave the center for a brief period, not identifying with the community, or 
finding employment. Because lunches are the main source of interaction at the center, 
this limited my participant pool to people who were on disability or were otherwise free 
during lunchtime. A few participants were students or people who had flexible job 
schedules. For all of these reasons, I chose to interview people who were available and 
people who wanted to interview with me; I did not specifically pick and choose particular 
categories of participants like “white gays males”, “young black bisexual males”, or 
“recovering black women”, etc.  
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Data Analysis  
Analyzing interviews revealed many interesting insights, some which need further 
exploring and others that were beyond the scope of this thesis. In-class group analysis 
helped illuminate initial areas of coding. Additionally, individual code and codebooks 
were formed and facilitated the identification of significant themes, which were 
subsequently linked to existing literature, reflected in the next heading.  Harding (2013) 
writes, “a reason for coding is that it enables the grouping together of data that addresses 
similar themes” (pg. 158). Thus, the codebook book was born to track and examine 
similar reoccurring themes. Additionally, I must address the reflexivity of coding.  
Suggesting that in collecting and analyzing, and producing findings that my decisions 
“are likely to have an impact on the outcome” (Fontana and Frey 2008; Harding 
2013:172). 
 The codes that I came up with reflected many of the themes that I had seen 
throughout the center (i.e. ‘Tensions within Group Membership’ or ‘The Evolution of 
Stigma’). In addressing the cultural evolution of stigma from the 1980’s to the present, I 
found that the nature of the epidemic and what it means to live with HIV has changed— 
this was especially true for FAB. Once mostly comprised of gay and bisexual men, the 
membership of the center now consists of more injection drug users, homeless or 
displaced individuals, and other marginalized members of society, alongside longtime out 
gay men and MSM. Many participants noted this in their narratives. The resulting tension 
and stigma were evident in older members’ distaste for new members, or rather, their 
disdain for individuals who "only come to receive services". The clash between 
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“frequent” and “infrequent” members has certainly created tensions and further 
perpetuates a kind of stigma of "AIDS victims" who by and large present themselves as 
having acquired HIV in loving gay relationships in the 1980s and 90s, versus those HIV-
positive members perceived to have acquired HIV through ‘risky’ behavior more 
recently. Though perhaps unintentional, longtime members may scoff at the sizable line 
of people who file into the center for free meals at the end of the month because their 
welfare checks ran out (as if they themselves were not on disability too). A heavy dose of 
intersectional classism and even racism may also inform the in-group HIV stigma evident 
in the interviews. This stigma can further perpetuate or compound perceived stigma and 
create a syndemic interaction.  
Ultimately, I learned that stigmatizing someone at FAB is unconscious, 
unintentional, and often a subtle act. As one participant noted: 
Even people who say they don’t stigmatize, we sometimes do it. (sic) I’m not 
saying purposely, or maliciously, but we sometimes do it.  
It comes out! And you know, if you catch it that’s the best part because you’re like 
‘Oh shit, why am I stigmatizing that person?’ 
 In no way are these members of this community malicious; snarky perhaps, but overall 
everyone with whom I interacted with provided insight that was inspirational and 
informative. The internship allowed me to interact with members, be apart of their 
community, establish a formal research site, and work to find out the ways members at 
FAB defined and experienced stigma within their community.  
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Themes Reflected in Literature 
The codes I identified in the data I collected echoed existing literature related to 
language, identity, syndemic theory, and stigma of HIV-positive individuals. Much of the 
literature that has been written on how HIV negative individuals stigmatize HIV-positive 
individuals, but this research focuses on the gay community and specifically HIV-
positive men who have sex with men (gay or bisexual, etc.) (Courtenay-Quirk et al. 
2006:56; Vanable et al. 2006: 473-482; Chenard 2007: 23-32). There wasn’t much (if 
any) prior research on stigma within and among members in HIV-positive communities. 
From this lack of direct research, I expanded my search to include things like aspects of 
one’s identity, stigma within MSM communities, and general discourse surrounding 
stigma. I discovered literature that addresses medical semantics with distinctive social 
and symbolic context (Good 1977: 25-58). I also outlined ways that stigma can come 
from outside communities and translate into within-community stigma; this includes 
aspects of self-stigma, symbolic violence, and multiple or layered stigmas. Other initial 
articles address aspects of identity and performing identity within the context of HIV 
communities. (Gatter 1995: 1523-1533; Buamgartner and David 2009: 1730-1743). I will 
explore these themes in further chapters.  
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CHAPTER THREE: Double Hermeneutics: Community and Symbols 
“In the humanities, social sciences, theology, and mythology the term ‘symbol’ is often 
reserved for complex, esoteric relationships such as the meanings implicit in totems or 
objects incorporated into religious ritual performances. In such cases, layers of meaning 
and reference may be impossible to fully plumb without extensive cultural experience and 
exegesis” 
(Beacon 2011:394, The Symbol Concept). 
 
  
 
 
 
 
 
 
 
 
 
 
Physical space that serves as the spatial representation of the “community” 
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 [This] man … asked me, ‘What do you think of Fight AIDS Boston?” 
And I said, “It’s Ramen Noodles for community. It was like, just add boiling water and 
you’ve got community!” – Jeff (Interview 06-30-15)  
 
In this quote Jeff, highlighted in the introduction and throughout this thesis, talks 
about the sense of togetherness that he feels at FAB. His analogy indicated the ease with 
which he thinks members form “community,” by just adding ‘boiling water’— a 
metaphor for the setting at FAB. Many members spoke about their community in the 
process of my fieldwork, noting the “fictive kinship” that forms from being a member of 
the HIV-positive center. Fictive kinships represent groups of individuals who are 
unrelated by either blood or marriage, but regard one another in kinship terms (Sussman 
1976).  As Rita, a long time active member, noted, “it’s just like, we become a family, 
and we don’t even know it.”  
  In this chapter I examine the role of community formation within the HIV service 
center. I explore notions of what constitutes a community, how community is formed and 
sought out by its members, and the ways “community” can facilitate HIV-positive 
discourse and dynamics. Ultimately I argue that this “community” serves as a spatial 
symbol that both occupies a social role and conveys personal meaning to its members. 
The stigmatization of members of the community is an outward manifestation and 
projection of inner meanings of community.  I will demonstrate how such stigmatization 
ultimately reflects a “biomedical morality” wherein older members incorporate and 
enforce ‘right’ and ‘wrong’ ways of obtaining and then living with HIV/AIDS.  I adapt 
Gannath Obeyesekere’s (1986) conception of personal symbol to explore spatial 
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symbols10 that offer a way to convey the interpersonal and cultural meanings of 
community. Personal symbols are those symbols that act on psychological and cultural 
levels simultaneously (Obeyesekere 1986). As such, the meaning of community for these 
members, then offers personal significance, affecting the way stigma is internalized, 
perpetuated, and dealt with within the group.  
Community: Meaning and Concepts  
The concept of community can be trite. Much like the words “interesting,” or 
“identity,” it covers a vast array of meanings and topics that are not necessarily 
descriptive or in any way nuanced. Susan Fernback echoes,  
“[t]he term community has lost much of its meaning in western culture because 
the discourse about it tends to be totalizing. Community is a political, cultural, 
economic, and technical buzzword. Community is descriptive and prescriptive, 
local and global, spatially bound or boundary less, public or private, organic or 
mechanical, intentional or accidental, purposive or aimless, oppressive or 
liberating, functional or dysfunctional. It can be a shared interest, shared kinship 
or shared space. It can be physical locality or collective interests or collective 
memory or crisis constituencies or marketing devices” (2007: 52).   
The purpose of such description is to clarify the meaning of “online communities”, which 
Fernback ultimately argues that online relationships are “free of the controversy and 
structural-functional baggage of the term ‘community’” (Fernback 2007:49). Despite 
disagreements about the term “controversy” in online communities, her point suggests 
that the term “community” comes with much meaning and structure. She ultimately 
problematizes the term’s usage suggesting, “community is an evolving process, and that 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
10 Not related to David Uttal’s  (2005) work with Spatial Symbols, Spatial Thought, and 
Cognition.  
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commitment is the truly desired social ideal in social interaction” (Fernback 2007:49).  
The FAB “community” exhibits a double hermeneutic. It can be seen as: 1) An 
extended family, a place of commonality in diagnosis, or a physical space offers an 
escape from the ‘real world’; and 2) “community” can also signify social interaction and 
implied social function. This sense of “community” implies hierarchies, structural 
function, and commonality, and socially mandated expectations.  
For many individuals FAB constituted a community where members could truly 
be themselves, and display all aspects of their identity. Anthropologist Paul Rabinow 
describes the relationships and the formation of identity resulting from share diseases as 
biosociality (Rabinow 1996). The term was originally coined to describe the sociality 
around genetic conditions, but it concepts can be applied to non-genetic diagnoses.  
Indeed, many members form bounds result as direct result of their HIV/AIDS diagnosis. 
The fictive kinships are based off diagnosis, as one as to be diagnosed with HIV/AIDS to 
be a member at FAB, and share experiences. Members all gains extensive knowledge of 
the health care system, pharmaceutical advancements, HIV/AIDS related conditions —
such as cardiomyopathy– and much more. Thus one’s health status may affect their 
aspects of identity and the communities from which they can relate experiences.  
Lawrence Frey and colleagues write about the concept of HIV communities. They 
suggest that residential facilities for People with AIDS (PWAs) offers ways individuals 
can cope with health issues from their diagnosis. They write,  
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“As a mediating structure, many residential facilities for PWAs strive to be more 
than a place where people sleep at night; they seek to promote a sense of 
‘‘community,’’ where members feel connected to one another, in large part 
because of a common symbol system that helps create and sustain a shared set of 
meanings” (Frey et al. 2000:56).  
The common symbol system— a shared set of meanings and standards— helps residents 
communicate about aspects of their diagnosis and sustain a sense of togetherness. They 
also indicate, “a symbolic perspective, residents’ perceptions of their health and their 
construction of community represent a dynamic interplay among themselves, immediate 
others (e.g., fellow residents), the larger mediating structure, and other social structures” 
(Frey et al. 2000:56). Thus, meanings of health and community are defined both privately 
and publically through the practices and physical spaces that characterize the social life 
of the group. Resident participation in community practices affects the “symbolic 
construction” of health and “community”.  
 While FAB offers services like food, companionship, and assistance with 
housing, it is not a residential facility. However, the application of Frey et al.’s “symbolic 
construction” is fitting for members of FAB because community construction not only 
involves a shared physical space but also a set of meanings within that space. 
“Community practices” do indeed have effects on the health and sense of togetherness of 
FAB. In the simplest sense, the center brings individuals together for free meals, 
education, and/or access to computers, while promoting social togetherness and solidarity 
among its members. For some it is home away from home, and for others it is a gathering 
place of shared experiences, social interaction, or, if nothing else, a free meal. In this 
sense, in the physical building and social strata that it embodies, it offers a “community.”   
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Boston and Community - Origins of Stigma 
Beginning as a stand-alone agency, FAB always prided itself on the role of its 
members to unite and guide the organization. The organization was conceived through a 
Thanksgiving meal where AIDS- diagnosed individuals gathered to share meals, mourn 
losses, and offer sentiments of support. This meal, now known as the “Celebration of 
Life” dinner, was literally just that: a celebration of life with an AIDS diagnosis. Since its 
conception, the word member instead of “client” or “patient” have been used, because 
people who go to the center are members of a community. Thus ‘long-time member’ 
often implies social obligations to new members (‘others’) as a part of the informal 
criterion for community membership.  
 FAB has gone through many changes. Jeff, quoted at the opening of this chapter, 
describes this as the center’s major scandal. He states, “I was able to see it [the center] 
implode and rebound because of the whole financial problems that they had [in what 
era?]…it was covered in the newspapers. I mean it was SCANDAL! It was a real 
scandal; and this community doesn’t do well with scandals” (Interview 06-30-15).  
After the financial debacle he references, the organization gained a new director, 
however this person was also said to not have a ‘sense of the community’ and 
subsequently left (Jeff, Interview 06-30-15). Following this vacancy, the center gained as 
a director a long-time AIDS activist who brought the center back to its roots. Jeff 
emphatically claims, “I just decided to latch onto him. So I’d get all the dirt first [patting 
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the arm of the chair]” (Interview 06-30-15). However, as Jeff expresses earlier, “this 
community does not do well with scandal” and it seems that the betrayal of the earlier 
director shook many members of the organization—betraying the trust of the community 
and their faith in the agency.  
In 2012, the agency was, for financial reasons, forced to merge with a larger local 
multi-service agency providing individualized treatment programs to people recovering 
from alcohol and drug addiction. Additionally, this change in demographics— from 
mostly gay men to more recovering addicts— was jarring for some members. They were 
unwilling and unhappy about being affiliated with other organizations that didn’t share 
the same core values. 
 Steve, a long-time member, talks about the conflicts that emerged within the 
community as a result of changing demographics, which was brought about when the 
FAB merged with another service agency. These conflicts were mainly due to access. He 
says,   
the overall mission statement has stayed pretty true, despite all the things that 
have changed—which includes the demographic of its membership by virtue of 
the shift of the demographic of the epidemic. So, you may well know that it started 
out as a local South End gay male group and, then began bringing on members 
who were bisexual or straight identified… but as the demographic of the HIV 
community in the Boston metropolitan expanded, so did the demographics coming 
through the door.  There was at least one crisis point where the original 
demographic majority felt they were losing the center’s focus, and that the center 
was expanding too far from its original clientele base. So there was quite a 
challenging year or so. There was push back and resentment, and people who felt 
that the organization needs to follow the demographic needs of the epidemic –not 
of the original group- that put us in conflict with donors (Interview 07-20-15). 
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Steve’s comments suggest that the conflict between original members and new members 
seemed strong; many original donors did not give their support once they thought the 
mission of providing support to gay men with HIV was compromised. This history 
accounts for some of the dichotomy that divides the “community” today.  In this way a 
socially defined “community” can perpetuate stigma— by saying who does and does not 
belong. Despite all the conflict the community still offers support for those affected with 
HIV/AIDS whether they are gay, bisexual, drug using, or homeless- all supposedly have 
a place, but often times are not all are equally embraced.  
Arch, another long-time community member, describes the ways that other 
members separate themselves into cliques while eating lunch in the cafeteria. Arch, a 
retired medical professional, is in his 60s. He and his partner come in and out of FAB, 
visiting whenever they come back from vacation, often wearing florescent flower-laden 
shirts from their travels. Noting the conflicts that arise with the changing of 
demographics and the ways new members behave within the established community, 
Arch says the following:   
Up until about six years ago, I think it was more of a larger gay population, and it 
seemed to be more of the somewhat straight-laced gay group. Umm, then when 
there was a merged [a take-over]… the clientele and members then seemed to 
have made a switch that seem to include a much larger percentage of substance 
abusers, people who are at a lower economic level, people who may not have 
good or any housing, and more of a mix of women and men… the group that now 
makes up a larger part than previously tends to be less considerate of people's 
private spaces; in terms of… not being quite while announcements are being 
made and having to be reminded to do or not do certain… issues of conduct (I'd 
say so) (Interview 07-23-15). 
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While Arch is simply stating the change in demographics, he is ultimately telling the 
story of why members create such in-group tensions. He finds that the former population 
was "somewhat straight-laced gay group," implying the standard of conduct established 
by members with more cultural capital are taken more seriously and reinforced. Newer 
members, perceived as deviants of a somewhat lower socioeconomic class, seem to have 
less respect for the established rules and way of being in the community spaces, as 
defined by older members. Such conflict reflects a larger societal issue embodied in the 
social construction of the community— where people who are homeless, drug using, and 
of lower economic status are policed and stigmatized for their behaviors.  
Biosociality and Boston  
 Much of this collective shift in demographics was brought about through changes 
in health care access and other services offered in Boston. Many members noted their 
initial integration into FAB began through a move to Boston. Vinny is a gay man in his 
50's who has become an activist, blogger, and active member of the community 
organization. His athletic build and ageless Italian complexion hide years of health 
problems from the early forms of AZT. Vinny states:  
as I’m aging I know this is where I need to be in terms of care and resource and 
community…Miami was the front leader for the longest time just because of the 
weather, and I had spinal fusion so the winters are not good for me. But, they had 
a closed HDAP11 list, so that was no longer an option (Interview 06-11-15). 
 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
11 HIV Drug Assistance Program. 
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Vinny comments that he chose Boston because it was the best place to offer services 
while he “gratefully”12 ages with HIV. Boston offers a vast array of health care experts 
who deal with HIV-specific side effects, as well as services to help member’s access care, 
such as the Ryan White health care programs that offer coverage and help pay medical 
bills.  
Jeff echoes Vinny’s sentiments about Boston’s healthcare. He states, “I’ve made a 
lot of money on research. In fact, that’s what brought me to Boston was a research study 
at Mass General (Massachusetts General Hospital) and, during that time, I realized that 
my medical care was not what I deserved” (Interview 06-30-15). Moving from Cape Cod, 
Jeff did not like the services that he received. He sought better health care because he felt 
that Cape Cod services were “not treatment, [they are] stabilization and get the hell out.” 
This prompted his involvement with research studies and his subsequent move to Boston. 
He replies,  
So I came to Boston and because I was a part of the study I was allowed to 
become part of the Partners Healthcare system and go to a clinic, which many of 
the members here go to, which I consider the best healthcare that I’ve ever had 
(Interview 06-30-15). 
Like Vinny, Jeff’s entrance into the Partners Healthcare system prompted his move to 
Boston. He sought better health care as he aged with HIV, and feels that he’s receiving 
the best possible care here.  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
12 Prior to this conversation Vinny states that he “gratefully” ages with HIV/AIDS. He is 
careful to dispel misconception when people try to correct him with the trope of 
“gracefully ageing”.	  	  
	  71 
Though health care brought these two members to Boston, they stayed because of 
the sense of belonging. Vinny comments, “I remember …putting my feet back in Boston. 
I just love [this] city, I love it. I had been missing it. But, I always felt at home in Boston, 
when I was living here…I was just like I have to figure out how I can get back here. Just 
because in my heart I felt like it was the right place” (Interview 06-13-15). Vinny’s 
reasons for moving to Boston were twofold. One, he wanted to be in a major city that 
could meet his health care requirements. Two, he needed to be back in Boston because it 
was home, a place where he felt his heart was. Seemingly, this coincides with his earlier 
comment of moving to Boston for the “care and resources and community.”  
 Jeff also explains his connection with FAB as a place of belonging, a biosociality 
for bodies with HIV. He poetically states that he appreciates the center for its ability to let 
people live:  
it only takes a couple of people to really impact your life and make you want 
wanna – live-. When I say live I mean live fully. Not just, take your medicines, go 
to your doctor’s appointments, come to lunch – I mean live in a community that 
has none of the -language that we have, no of the concerns that we have. Just be 
able to walk out that door and know what you’re going into your life again 
(Interview 06-30-15). 
Jeff attributes the language and understanding that he receives to his ability to “fully live” 
in the community. This sense of community helps him to start living—a life outside of 
walls of the service center. For Jeff and Vinny, the community at FAB offers more than a 
place to receive health care and free meals. It is a symbol of home and hope that allows 
them to live their lives.   
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Stigma's Manifestations  
“ME—I’m just a dopefiend that slept with these guys from New York” -Rita 	  
Stigma is created and maintained in society through the establishment of bodily 
controls and norms. Rita’s self-evaluation is an example of the stigma associated with 
lack of bodily control and perceived marginalized status.  As Douglas writes, "bodily 
control is an expression of social control" (1970:7). Thus, bodies out of control are 
stigmatized, discriminated against and ostracized by their own “community.” Bourgois 
and Schonberg elaborate on biopower as the "internalized self-disciplinary gaze that 
responsible individuals impose on their bodies and psyches as a moral responsibility" 
(2009:18).  Foucault's concept of Biopower13, in this context, represents the ways that 
biomedicine's gaze (or the biomedical gaze) is being operationalized within a community. 
Consequently, members of FAB’s community who are "responsible individuals" impose 
biomedical self-disciplinary gaze upon themselves and other members of the 
"community" to uphold their social status. This form of biomedical righteousness creates 
and maintains divides within the community. Members who are currently using drugs or 
are seen as not taking care of their HIV are constructed as not practicing self-discipline 
and become deviant to the established social environment.   
In her work Natural Symbols, Mary Douglas explains the classifications and 
symbol systems of social groups and the ways in which social realities shape 
consciousness. Explaining Douglas’s work, Spickard states, "she argues that the symbolic 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
13  The concept of Biopower is expanded on in Chapter One: Background. 
	  73 
world of a people becomes structured like its social world" (1989:184).  He goes on to 
further explain: "[f]or example, she finds religious symbolism that focuses on 
boundaries- either of the body or between the human and spirit worlds—typical of 
societies made up of small competing groups, for each of whom the chief social 
distinction is ‘them or us.’"  In the following section I examine the underlying in-group 
HIV/MSM stigma present within FAB's "community," operationalized as biopower, as 
part of the symbolic world that operates at this HIV-positive community center.  
Dirt as Stigma 
Mary Douglas' work Purity and Danger examines the ways that dirt is used as a 
mechanism of social exclusion from non-normalized elements. She writes:  
If we can abstract pathogenicity and hygiene from our notion of dirt, we are left 
with the old definition of dirt as matter out of place. This is a very suggestive 
approach. It implies two conditions: a set of ordered relations and a contravention 
to that order. Dirt then, is never a unique, isolated event. Where there is dirt there 
is system. Dirt is the byproduct of a systematic ordering and classification of 
matter, in so far as ordering involves rejecting inappropriate elements. The idea of 
dirt takes us straight into the field of symbolism and promises a link-up with more 
obviously symbolic systems of purity (Douglas 2009:44). 
Thus, dirt, as something out of place, implies a greater symbolic system of purity within 
the society. I apply Douglas’ concept of symbol systems to analyze stigma that is 
perpetuated within FAB. The physical body infected with HIV is then becomes 
inherently “dirty” to our society. As many MSM dating apps suggest, ‘clean’ implies 
someone being HIV-negative, while ‘dirty’ or people with ‘the bug’ refers to those who 
are HIV-positive. Consequently, attitudes toward a physical condition (HIV/AIDS) 
construct a “symbolic” body that is ‘unclean.’ Attitudes toward the social/symbolic body, 
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and its use or the way bodies behave relate to the society’s system of social control and 
the ways individuals experience that system.  
 
“Communities of Affliction”  
 Anthropologist Victor Turner first used the term “cults of affliction” to describe a 
community of individuals who suffer from possessions of non-human spirits (Turner 
1968).  Thus, Turner examines the role that community ritual plays in deal with spirits. I 
use the term “communities of affliction” to challenge the theory of how people with a 
similar affliction gather to “cure” and “heal” some aspects of that affliction but may also 
perpetuate others. Demonstrated through narratives of my participants, I suggest a 
paradoxical notion wherein members within HIV communities may in fact perpetuate 
stigma instead of helping diminish it.  
Vinny, a relatively newer member of the community, recounted the 
operationalization of self-discipline within the community. He reflects on the divided 
nature of the community center: 
There's a disconnect within the HIV community [with] all the shame and stigma 
that's going on. I've had people tell me there's the A group of HIV-positive people 
in Boston, and then there's the B group of HIV-positive people… The A group 
could be the non-IV drug abusers [and] the working community… and the people 
who are in recovery, people whose mode of transmission was different that men 
having sex with men are the B group. Umm, and I see that. Like, I see that. It 
drives me crazy! I even have people treat me like that because I'm not working 
(Interview 06-11-15).  
Vinny's quote reflects the social separation that some members create between 
themselves and others, which contributes to in-group stigma. The stigmatized status of 
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homelessness, drug use, or recovering addicts put them in the B (or lesser) group than 
other "more productive" HIV-positive individuals. As such, Vinny is lumped into the B 
group, for being out of work at the time of the interview.  Such examples show the 
multiply intersecting and hierarchical cultural and societal evaluations placed on HIV and 
other social statuses, and the ways that biopower produces a "right way" to live with 
HIV/AIDS.   
  The conception of the "A" and "B" group affects the dynamics of the 
“community” and affects the ways that members interact with each other; a divide is 
created in the sense of community depending on how one lives with HIV. Greg, another 
newer member, explains the disconnect that he feels within the community from being an 
educated, working member. He states,  
I feel a little bit on the outskirts of the community. One, because I've never —not 
because I'm a better person or anything like that— I've never had an issue with 
alcohol, drug, or substance abuse. I've never had a problem with alcohol, I've 
never used drugs, I drink a little bit, but it's never been an issue for me. Whereas, 
I know many of the people here that's a huge issue for them. So, I feel a little bit, 
maybe, like I'm not the peripheral but not in the sense that, that I can't be friends 
or that I can't get to know people. They are coming at HIV from a different angle 
(Interview 07-30-15). 
In such statements, Greg expressed his interest in getting to know people, but he 
ultimately has not experienced what other members have experienced, so he feels slightly 
disconnected from the community. His comment that "they are coming at HIV from a 
different angle" denotes the place of the peripheral and separation in experience. He 
further goes on to say:   
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I feel like being a student at {_____ }, , having been in a professional situation, 
having good employment and good jobs- I feel like that's also put a little bit of 
distance between me and the general community here, not because I think that I'm 
better, but just because again it's an experience issue (Interview 07-30-15). 
Gregg examines the experiences that he feels separates him from the general population 
of the community center. In both instances he artificially separates himself from the 
general population for demographic and educational reasons, but wants to make his 
intentions clear that he "isn't better than anyone."  Such instances imply the subtlety of 
biopower and the notions of "good" and "bad" ways of dealing with HIV, which Gregg 
feels he needs to correct and explain. His explanation of his own background also speaks 
to the intersectionality of stigma, where members are stigmatized for aspects of their 
identity.  Such stigma explains the paradoxical notion of why Vinny feels like an outsider 
for being lumped into the “B” group, but Greg also feels like an outsider for having more 
of an “A” group identity—thus the isolation goes both ways.  
  Arch, however, does not accept these "community" or societal standards. He 
states:  
Fortunately for me, I don't have a problem with most of that stuff. I'm pretty 
friendly, and also I tend not to be too judgmental. So, I kind of float around the 
dining room and sometimes sit with different cliques that are usually only by 
themselves. But, it works out well for me, so I don't notice as much as what I 
heard from other people. 
Arch remarks that he is "not too judgmental" and his ability to "float around the dining 
room" keeps him from being rooted to certain cliques. Nevertheless, he is aware that 
‘other people’ do talk about certain members in different ways, but just chooses not to 
‘notice.’ Indifference toward other people's thinking goes back to his day as a health care 
	  77 
professional during the early days of the epidemic. He mentioned that he was not afraid 
to make physical contact with the HIV/AIDS patients of the mid 80's and early 90's: "I 
had no problems touching, hugging, or helping them eat," he says. Such indifference in 
the early era of AIDS panic demonstrates his active resistance to AIDS hysteria and his 
learned, intentional “performance” of compassion as a healthcare professional. 
 James, an HIV-positive staff member, recounts the ‘deviation’ from the core 
membership and how this affected dynamics within the community:  
The first people that were a part of the center14 were those people who were gay 
or straight and they got the disease—I don’t know what the offensive word they 
use- but it was basically saying they got it from another human being or they got 
it through blood transfusion. There was a very finite group that was getting it. As 
it [HIV/AIDS population] grew over the decades, now people are getting it who 
were drug dealers, drugs addicts, and they feel they are above that.  
 
And I was like really. At the end of the day you both have the disease. 
So, that’s the philosophy of the older members who are in their mid to late sixties. 
They feel like ‘I’m something better than that’, and —I believe that certain people 
have to find some kind of separation when they are not feeling good about 
themselves. They figure out a way to make themselves feel more important, or 
create a stigma that really shouldn’t be there. 
James’s account also demonstrates the artificial separation that older members make to 
distinguish themselves from the new population of HIV-positive individuals. He explains 
that each member has the same “disease” even if they feel their “illnesses” and its social 
contexts differ. This reflects, what I argue, is becoming a “biomedical morality”. Older 
members feel superior because they contracted HIV in a time when little was understood 
about the disease, strictly within the context of monogamous relationships, whereas they 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  14	  Short for the community center, in regards to FAB	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assume newer, younger members have acquired it largely through substance use or in 
casual, promiscuous sexual encounters. 
 Therefore, the “symbolic systems of purity” for FAB operates with older 
members as pure, in this sense innocent, and new members as “inappropriate elements” 
or dirt.  This relationship has a double meaning, as new members may not fit into the 
original classification system of necessarily gay or having acquired HIV through a 
contaminated blood transfusion. Additionally, involvement with drugs or other 
substances suggests a lack of ‘moral’ standards in society’s dominant discourse, one that 
even this HIV-positive and largely gay/MSM community appropriates. As James states, 
in attempt to “find some kind of separation” older members discriminate against new 
members who have not contracted HIV in the same ways they have.  
 
Community as a Spatial Symbol 
 I use anthropologist Gananath Obeyesekere’s concept of personal symbol to 
explore how spatial symbols operate with FAB.  Obeyesekere’s Medusa’s Hair (1981) 
explores the relationship between personal symbols and religious experiences in Sri 
Lanka. His work investigates the use of matted locks in Hindu and Buddhist ascetics, in 
what he refers to as personal symbols.  He argues that personal symbols are culturally 
bound and deeply motivated through personal experience. He states: “complex personal 
experiences of the individual are crystallized in the (public) symbol. Thus symbols like 
matted hair operate on the psychological and cultural levels simultaneously” 
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(Obeyesekere 1981:13). In this sense, these personal symbols operate on an individual 
level, a cultural level, and an unconscious psychological level. For an ascetic who has 
matted locks, they operate on a deeply personal level. The locks represent their 
relationship with divine power, in that they are deeply motivated- not all ascetics have 
matted locks. The locks also have an unconscious power in that they signify the 
sublimated penis of the deity with which the ascetics have a relationship. They operate as 
public symbols in that they are accepted by the culture as symbols of divine power, 
markings of a priest. I incite these examples to explore FAB as a spatial symbol: to 
describe the ways the physical space of the community center operates on public, 
unconscious, and cultural levels.  
 FAB, and membership in it, acts as a spatial symbol for some of its members, 
operating on a psychological, cultural, and physical levels. FAB provides “community” 
for its members – it creates a common ground to openly and comfortably express one’s 
HIV status, to share meals or experiences, and to provide people with services to which 
they might not otherwise have access. As Rita and Jeff both demonstrated through their 
narratives, members start to treat others like family and relationships form quickly, ‘as 
easy as making ramen.’ FAB also exists on a larger societal level within Boston, as a 
place for HIV-positive people to exist without hiding. It functions within the dominant 
(HIV-negative) culture as a safe place for people who have HIV. This not only implies a 
spatial aspect of community but also functions on a physical level as a building to 
withhold the community. Its functionality is then beneficial culturally, by both separating 
into a safe and self-proclaimed space, and publicly, visibly integrating those who live 
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with HIV into the rest of society as a community unit, by providing a unifying symbol 
that functions on a physical as well as psychological level.  
 Additionally, personal symbols– and in my application spatial symbols– also 
operate on a deep interpersonal level.  We see that:   
In Obeyesekere’s terminology, personal symbols play a crucial role in the 
articulation: symbols have a large cultural loading and, at the same time are tuned 
in to personal experience, requiring a “double hermeneutics.” At the personal 
level, these symbols provide a basis for self-reflection and offer grounds for 
elaborating the experience; at a cultural level, they allow communication with 
others. Obeyesekere indicates that personal symbols may also help define the 
idiosyncratic nature of the experience (Biehl, Good & Kleinman 294).  
Thus spatial symbols offer grounds for explaining experience. An example symbol 
systems and double hermeneutics is demonstrated through Janice Boddy’s (1988) 
ethnographic essay on the Hofriyati women of the Zarian cult in the Northern Sudan.   
 Women are the upholders of the Hofriyati culture; they physically and morally 
reproduce and embody elements that uphold their culture.  Women who encounter 
fertility issues often fall ill to the possessions of the Zar cult. Boddy describes the 
possession phenomena of women in the Zar cult as a fundamental questioning of identity 
and selfhood: possession gives women the ability to transform their self-image, which 
helps to create a personal symbol that is culturally acceptable and deeply motivated. The 
use of Zar possessed spirits help these women live within the confines of society norms, 
as fertile, purely bound entities. The Hofriyati’s socially appropriate “illness” in 
possession helps to create a change in social status; it allows them to remain an insider 
while becoming occasionally and publicly an outsider. 
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 I argue that some members of FAB likewise use symbols understood within the 
context of the HIV community to operate both within and outside of biomedical society.   
FAB can serve as a spatial symbol that engenders community for HIV-positive 
individuals, and provide a place of citizenship for its “anti-citizens.”15   
Moving Between Two Worlds: Ray and Rita 	   Rita and Ray are two members whose narratives explore the how FAB can be 
incorporated as a symbolic space. Rita’s conception of FAB shows how it, for her, 
operates as a spatial symbol with interpersonal and cultural meaning. But Ray’s story 
demonstrates the ways spatial symbols lose their meaning within the context of the larger 
society, dominated by assumptions of  ‘healthy bodies.’ Both narratives show how 
members’ identities may be shaped by the world within the community.  
 
 Ray has been a member at FAB for almost as long as I’ve been alive, 22 years to 
be exact. However, he looks to be about ten years younger than his actual age. He has a 
tan complexion, stark blue eyes, and peppery gray hair. He works outside most of the 
year, the only physical indication of which is his weathered hands.  At first, my 
encounters with Ray were sporadic. He infrequently visited to grab a quick meal on his 
lunch break and headed back to work. A “favorite” of the staff, Ray would pop his head 
in and out of the office I occupied for the day, looking to talk to certain staff members. 
After a couple rounds of this, a staff member finally introduced us, and we began talking. 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  15	  Based off the concept of biological citizenship from Petryna, Adriana.  
2004  “Biological Citizenship: The Science and Politics of Chernobyl-exposed 
Populations”. Osiris 19. The University of Chicago Press: 250–65.	   
	  82 
Ray’s behavior, however, was more than just sporadic. According to staff who insisted I 
talk to him, he was back on heroin again, an addiction that he’s been fighting for half his 
life.  
 One afternoon I came into FAB to find Ray visibly high. He was frequently 
nodding off—his body limp, head rolling in all possible directions, posture contorted in a 
slumped position—often falling out of consciousness mid-chew. Afraid for his safety, I 
sat and talked to him, trying to decode his often incoherent thought process. During the 
course of our conversation, Ray showed me the way his body reacts to heroin. He had 
crimson colored scratch marks up and down his arms and legs. I thought this was some 
kind of reaction, but he informed me in his semi-lucid moments that he does this to 
himself. Withdrawals make his arms very itchy— he craves heroin.  After the staff got 
out of their meeting, we managed to call detox centers that would accept someone that 
day. Ray decided that he was done with heroin and wanted to go through detox. By the 
end of the day, we had found a program for him to go through, however this was after 
several rounds of negotiating which center would be best for him. He had been through 
many before and did not like the staff or atmosphere of certain ones.   
 When I later formally interviewed Ray he completed detox and was back to work 
again. He seemed better, more focused than when I had met him before in much more 
intense circumstances. We talked about the first time he went into recovery. He said,  
It was great… (Half-hearted chuckle) because I didn’t know anything about it, 
and CLERMS16 was really good back then. Just the whole core bunch of people 
was really caring and it seemed like a family. Now, it’s more clinical.  The level 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  16	  Center for Learning Effective Routes to Medical Services is a Boston service 
organization for homeless and recovery peoples.	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of care, you can’t even compare it, you know? Like, it’s just like a shadow of its 
former self. It’s nothing like it was. It was like a home.  
 
 Ray discussed his involvement with recovery and being diagnosed with HIV. He got 
referred to FAB through CLERMS (Center for Learning Effective Routes to Medical 
Services), which he then admired for their support and help. However, he feels that the 
program has changed; people are not as supportive as they use to be, and they are more 
hospital patient-oriented. This notion of home and community, or lack thereof, tarnished 
the way Ray views community within recovery. CLERMS is no longer a “home” for him. 
It’s just a place to receive care. Thus, for him it is a failed integration of a spatial symbol 
because while CLERMS has a social function in the biomedical community, it lacks 
interpersonal meaning for Ray.   
 Ray goes on to describe what he calls “The Bubble.” He states:  
ya but they definitely would have looked at me different if I had said that [I was 
HIV-positive]. I’m sure some or them would be cool with it but for others, it’s just 
a reason to like—Fuck with you or [whatever]. Not that I need to give anyone 
body a reason, but that would just be another one. (Laughs).     
So, ya. It’s definitely different in the real world, or the world outside of this… 
bubble. That’s why Rita is like, ‘Oh I don’t care, I tell people.’ I’m like, ‘ Well 
that’s good for you’. You know, her circle is in that, where I have to go outside 
the bubble (Interview 07-22-15). 
 
Ray describes having to operate between two worlds; the one inside FAB, where he feels 
that people accept him and are supportive of his status and recovery, and the world 
outside the center. The world outside FAB, or beyond “the bubble,” leaves less room for 
understanding and acceptance— reflecting community in the physical and social sense.  
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 He references Rita, another member who is open about her status, saying that her 
network lies within the center; she can be open with other people about her status as a 
self-described ‘recovering addict’ with HIV. Both Ray and Rita have dealt with substance 
use issues from the time of their HIV diagnosis. Rita has also been a long-time member 
and is definitely considered a “favorite” among the staff. In fact, one of my supervisors 
would stop all activities and divide full attention to Rita when she comes in the office; her 
captivating presence and her friendship with the staff are important. As an Italian women 
growing up in South Shore, Rita possesses the attitude and brash demeanor of a 
Bostonian: her infectious laugh is marked by sassy epithets, she is stern but caring 
beyond belief, and her life is riddled with insecurity and hardship despite her positive 
disposition. Throughout her time at FAB Rita has been influential in helping advocate for 
members, which is where she and Ray became friends.   
When I interviewed Rita she spoke about her openness. She also talked about a 
man in a “group” that she attends who can’t disclose his HIV status to friends or family. 
She pushed back her thick framed black glasses and commented, “That’s funny I just 
can’t seem to STOP telling people [that I’m HIV- positive]. It just comes out of my 
mouth—because it’s a part of how I am, and it has been for a long time” (Interview 05-
2015). Thus Rita has incorporated being HIV-positive as a central aspect of her identity, 
and because her ‘circle’ of friends lies within the community center she can be as vocal 
about her HIV status as she wants.  
Ray, however, continues to negotiate between worlds with his clothing choices. 
His choices reflect a deeper interpersonal meaning about the center as a spatial symbol: 
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I was actually debating what shirt to wear today. One of them had the blue one, 
the blue one, from the center, from the walk. I think it was from the walk it says, 
“End the Stigma,” that’s spray-painted? (NSE: The one they wore last year?) Ya. 
Anyway—cuz I wasn’t sure if I was going to work today. And sometimes, like, I 
will wear this shirt, it has the AIDS Walk, which people are kind of cool with that, 
but you know that’s about as far as I go. So, I don’t want to start wearing all 
kinds of HIV/AIDS stuff because some people might be turned off by that. If I’m 
not working, I don’t care. I’ll wear a fucking flag around my head, but at work 
it’s different. It’s work; you know what I mean? I’m not going to push my 
ideology on them, and I don’t want them to push it one me. I’m not there for that. 
I’m there to just do their windows. But it’s more than that because I like the 
people and I’ll talk to them. My personality has a lot to do with that too. They just 
like me, and I do good work though, I’m sure if I was an asshole they wouldn’t 
have me go back and do their windows. (Interview 07-22-15) 
 
As Ray states he “does not want to push [his] ideology” on anyone else’s, but if given the 
choice he would wear all his HIV/AIDS related clothing: denoting the symbolic aspect of 
bodily identity. He is HIV-positive and functions within that community, which is 
incorporated into this one aspect of his identity.  
 Yet, Ray states that work is not for that. Work, he says, is “just doing people’s 
windows.” He goes on to state that people like him if he’s able to continue doing their 
windows. What he’s not saying, but implying, is that people may be offended if he 
expresses who he truly is— a recovering substance user with HIV. Lock and Scheper-
Hughes (1987) explain “the body…[acts] simultaneously [as] a physical and symbolic 
artifact, as both naturally and culturally produced, and as securely anchored in a 
particular historical moment” (pg. 7). Thus Ray refrains from wearing his HIV/AIDS-
related clothing because he does not want to disrupt norms in another social setting where 
he anticipates more HIV stigma. In order to function within a community outside FAB he 
must embody and display their ideals— an embodiment of biomedical standards that he 
knows would see HIV as ‘dirty.’  
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 Ray’s quotes demonstrate the ways members of FAB operate between two 
worlds17. The world within the “bubble” of the center, the spatial symbol of acceptance 
and understanding, and the outside one. Ray must find an acceptable way of operating 
within the culture while simultaneously being outside of the culture.  His self-monitored 
use of the AIDS walk t-shirt demonstrates this. He feels that most people support the 
AIDS Walk; or rather they do not assume that you have HIV/AIDS for participating in it. 
However, if we wore something that expressed “Ending Stigma,” he might be perceived 
as someone who has HIV/AIDS, and treated poorly because of this.  
Rita then becomes analogous to the Hofriyati women who use spirit possession to 
function within the society while operating within two worlds. She successfully integrates 
her community as a spatial symbol helping her to function within mainstream society 
while simultaneously being an outcaste. Ray however cannot function the way Rita does, 
because he must constantly move between the spatial symbol of community and 
mainstream society. He must not be too open about his status because he does not want it 
to interfere with his work. 
 FAB thus becomes the cultural bridge; it allows members to operate within the 
society while being outside the mainstream culture; it functions as a refuge, a safe space, 
a subcultural space. FAB is accepted by the culture as a place where HIV/AIDS, 
homeless people, and addicts can go to receive care and support. For many members this 
is true, they see FAB as another home, a place where they can express themselves and be 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
17 Similar to literature on immigrants and “acculturation,” who also have to operate 
within two worlds. Their lack of inclusion can be explained through “deficiency 
discourses.” (See Dossa 2002).    
	  87 
free to ‘wearing fucking [HIV/AIDS advocacy] flags’ around their heads. The “fictive 
kinships’ that form are an amalgamation of shared experience, caring, and obligation to 
one another. Unconsciously, FAB works on another level. It allows its members to have a 
place in society and within their own community. But each person is only able to move 
beyond their HIV/AIDS status to who they really are— like fishermen, painters, and 
accountants— within that community. Operating in mainstream society may become 
problematic if one does not see HIV/AIDS as a central aspect to their identity.  As Ray 
demonstrates, once outside the “bubble” the spatial symbol, FAB membership, loses its 
meaning. One must act in the appropriate ways to be accepted, which mostly involves 
hiding their HIV status due to possible discrimination or stigma from members of the 
workforce.  
 
Conclusion 
 FAB offers its members a place of community.  It often operates as a spatial 
symbol for its members; it is a place that has interpersonal meaning and functions within 
society’s culturally powerful sanctions. However, due to the dominant biomedical 
discourse around HIV acquisition and treatment, many members may enact and 
perpetuate stigma on each other to reinforce hierarchal values. Link and Phelan (2001) 
explain that “dominant cultural beliefs link labeled persons to undesirable 
characteristics—to negative stereotypes,” which is then why “labeled persons are placed 
in distinct categories so as to accomplish some degree of separation of "us" from "them’” 
(pg. 367). This can best be seen in James’ comments where he explains that older 
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members like to create separation from new members, “to make themselves feel better,” 
which can be understood in light of Douglas’s work on symbolic structures in social 
worlds – stigmatized members of an HIV community center find refuge and personal 
meaning in such a center, but then bring with them and enact the same stigma toward 
each other, once in a ‘safe’ space.   
  Link and Phelan further describe that “structural discrimination can produce 
negative outcomes that have little to do with the stereotyped beliefs that initially 
motivated the structural discrimination” (2001: 372). For instance, many former or 
recovering addicts are staples at FAB’s community building. They hold up and embody 
the values of the community that, as Jeff states in a subsequent chapter, “everyone has a 
place in this community,” but are they always socially included? Members are often 
socialized into or discriminated out of the community because they do not comply with or 
fail to meet the imposed standards of the community, which may closely follow 
stigmatizing messages about HIV learned from the dominant culture and biomedical 
discourse which FAB ostensibly exists to resist. Such structural discrimination can thus 
be understood as a product of unquestioningly embracing “biomedical morality,” through 
which older members incorporate hegemonic views of HIV.  This is especially true in a 
biomedically dominant place like Boston, where ideas about medical management may 
become so pervasive that HIV stigma functions nearly as a form of structural violence 
producing negative stereotypes of new members. These members are also more likely to 
be people of color, poor, working-class, substance users, homeless, etc., making 
intersectional forms of oppression an issue as well.  
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Ray and Rita’s narratives demonstrated how HIV is incorporated into aspects of 
one’s identity. Thus the use of community as a spatial symbol depended on the 
significance of HIV to one’s identity. Subsequent chapters will delineate how the world 
around the community of FAB shapes identity, which can produce additional stigmatized 
statuses within these HIV communities. Such dynamics, I argue, are an embodiment and 
expression of dominant biomedical standards that are brought about through structural 
and interpersonal discrimination.  This medicalized habitus is perpetuating HIV stigma 
through a moral discourse that uses expectations about medical management of a 
stigmatized chronic illness with social, personal, and symbolic meanings.   
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CHAPTER FOUR: Contingent Identities and The Multiplicity of Stigma 	  
“HIV has made me both a bitter and angry person, but it has also made me a more 
compassionate person.” - Greg 
 
The accounts I present in this chapter are narratives garnered during interviews 
about each participants’ “HIV/AIDS story,” which involved how they contracted 
HIV/AIDS, how they felt when diagnosed, how they feel now, and any other bumps 
along the way.  While the interviews invoked few rhapsodic stories, they offered deeply 
intimate details of my participants’ lives; ones full of consternation about obtaining an 
HIV and/or AIDS diagnosis. Greg’s narrative is cited throughout the chapter as an 
example of how stigma manifests within multiple facets of one’s identity. His story 
serves as a lens through which to view the intimate nature of HIV-associated stigma and 
its interpersonal and societal effects on individuals.  
Earnshaw et al. note, “People who acquire a devalued characteristic such as HIV 
often first learn about and potentially endorse negative feelings and beliefs about the 
characteristic from the perspective of a person living without the characteristic” (2014:2). 
They claim that the stigma that one feels from their HIV diagnosis develops from 
thoughts, feelings, and beliefs about HIV and people living with HIV when they are not 
living with HIV. I would then argue that internalized stigma is often a product of the 
others’ perceptions of HIV. This, combined with the enacted or anticipated stigma from 
others -discrimination, stereotyping, and/or prejudice—impacts the health and well being 
of people living with HIV/AIDS (PLWHA) (Earnshaw et al. 2014: 3).  As Mahajan et al. 
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indicate, “[t]he manifestation of H[IV]/A[IDS] stigma not only varies by cultural/national 
setting, but also by whether one is considering intrapersonal versus societal levels of 
stigma’ (2008:S67). This chapter investigates the perceived stigma— anticipated, enacted 
or internalized— in participants’ accounts in order to find the intersectionality of multiple 
stigmas, both societal and intrapersonal.  
In this chapter I argue that symbolic constructions of identity illuminate both how 
the intersections of stigmas manifest, and are perceived, within the HIV community. I 
will examine how being HIV-positive is incorporated into aspects of one’s identity, rather 
than created as an identity within itself.  Grant, like many other participants, emphasized 
that HIV/AIDS is only a single aspect of who they are. He stated, “I am not HIV. I am not 
AIDS.  I am a healthy gay male with HIV.” Such constructions appear in how participants 
talk about relationships, aging, and dating, and how each of these becomes a potential 
arena for stigma. This particular chapter will have a linear timeline, one that follows my 
participants’ chronological narratives of diagnosis, initial integration of an HIV-positive 
identity, embodiment of that identity and reintegration—or, in better terms, reclaiming 
life after diagnosis.  
 
Relationships  
RENT 
I asked  
could I rent 
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a space in her heart. 
She said 
she knew 
 
where I lived before. 
My rent was 
always late. 
 
By Kahlil Almustafa 
http://www.goodreads.com/author/show/1774010.Kahlil_Almustafa 
 
Almustafa’s poem RENT epitomizes the narratives of two participants, Greg and 
James, who each demonstrated through their accounts how their HIV diagnosis affected 
their ability to openly embracing loving relationships. The words “She said/ she knew/ 
where I lived before/ My rent was/ always late” implies an inability to connect 
emotionally, resulting from what one might infer, an expired ability to love. Almustafa, 
knowing the life circumstances of living with HIV writes, “I picked up the pen because 
the Pastor’s sermon of faith and prayer did not stop AIDS from slowly poisoning my 
mother’s veins no matter how hard I prayed” (2008:7).  In this way the poem RENT is 
about more than opening one’s heart for love, but having the faith that someone will love 
you back – a fear many of my participants expressed. The account narratives below thus 
depict how people living with HIV/AIDS may perceive an inability to receive love, 
through societal, cultural, and interpersonal stigma.  
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 Greg’s story explained that Greg’s partner knew he was HIV-positive but 
claimed to be negative; this has affected the way Greg sees other gay men and the gay 
community itself. James’s case as he presented it to me offered a slightly different 
narrative; his female partner refused to get tested claiming how “there wasn’t enough 
time,” but then subsequently blamed James for exposing her to HIV. This forced James to 
end his marriage and journey into an HIV-positive life alone.  In each anecdote their 
partners knowingly exposed them to HIV while insisting they were in fact either negative 
or unaware, which now complicates these men’s ability to enter new relationships. These 
narratives indicate a level of mistrust and bitterness; an unwillingness to open their hearts 
for other possible tenants. However, both members have begun to find solace in their 
diagnosed lives, both without the partner mentioned in their ‘stories’.   
Greg’s Story 
I first met Greg through my supervisors at FAB. They said, “You have to meet 
him, he’s a graduate student and he’s also been doing research within health care.” 
Afterward, I found out Greg’s research scope went in a different direction than mine, but 
his life intrigued me. Greg came from a wealthy family in the Southwest [United States], 
his infectious smile and sweet accent gave away his Southern roots. After graduating 
from law school Greg got a number of influential jobs. One, he stated, was for “the 
Attorney General and the Criminal Law Enforcement division handling the habeas corpus 
cases of death penalty and drug violations” (Interview 07-31-15) After diagnosis, and just 
before graduate school, he helped set up a college on the U.S./Mexico border for low 
income Latino families. Greg’s life differed slightly from my other informants, but was 
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similar in many other ways. His story demonstrates the varied demographic – both 
economic and racial— surrounding the HIV/AIDS epidemic.  
  My interview with Greg was both enlightening and surprising. Greg displays an 
exuberant amount of charm. He approaches with a smile, a soft sweet voice, and a hint of 
musky aftershave. He often asks, “Hi, how’s it going today?” while simultaneously 
waving to most other people in the room. His curly, dirty-blonde hair and white teeth 
habitually glistened as he talks. Interviewing him first in the heat of summer, the glimmer 
of sunblock reflected off his face and into the sunlight that cascades into the dining 
room.   
However, I encountered another side of Greg within ten minutes of our interview. 
Stern-browed, his voice deepened, he spoke piquantly, and he was brasher than I had ever 
seen him— with a biting, abrupt nature. He expressed that his HIV story was a very 
serious one, hissing words of bitter, unresolved anger: “I was intentionally infected by a 
lover who lied to me” (Interview 07-30-15). I was unprepared for how my question could 
strike such a deep emotional reaction. Greg explained his situation:  
As it turned out, a year into the relationship this guy said, “Well why do we have 
to use condoms? You’re negative, and I’m negative.” 
I said, “No let’s just use condoms, it’s just safer. It’s more hygienic. It’s no big 
deal.” 
He said, “Oh, you just don’t love me, and you don’t care for me. We are not 
exploring, you need to explore more sexual [situations]. You need to free yourself 
up…” and dah, dah, dah. 
I thought about it, and I came to the conclusion ‘Well good grief, I’ve been dating 
this guy for a year and a half’… So anyhow we had unprotected sex.  
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  Compelled by intimacy Greg forewent condom use; he felt he had invested enough time 
with his partner to be sexually uninhibited or that he needed to forgo condom use to 
prove his commitment to his partner (Cheney et al. 2014). This ultimately backfired 
because three weeks after having intercourse, Greg became very ill. He consulted doctors 
who seemed to think he also had a bad case of the flu. However, after a month of 
recurrent symptoms he knew something was wrong. He got tested for HIV at a doctor’s 
office and the test came back non-conclusive, which he thought was strange, but the 
doctor confirmed it happens frequently and it wasn’t something to worry about. However,  
On Halloween, I got a call from one of his [his former boyfriend’s] friend saying, 
‘Just wanted to let you know, that ____ has been HIV-positive for seven years 
now. And he probably didn’t tell you that, and you probably have HIV. You need 
to get treated for it because he’s probably lied to you.’  
 I hate Halloween.  
Greg followed up with a doctor about his HIV seroconversion and commented that he 
knew a diagnosis was imminent. He noted that there was a huge sense of betrayal, a sense 
of being lied to, and a sense of being stupid. “I was a lawyer, I came from a wealthy 
family, this shouldn’t have happened to me. It shouldn’t have happened but it happened 
because I trusted and was inexperienced. Because of the structural violence against 
homosexuals in our society, which is still a horrible problem,” he stated. Greg felt that he 
should have been smart enough to not let something like this happen, yet he blames 
societal pressures of heteronormative and masculine ideals for his sense of naivety.  
As a southern man from an influential family Greg felt cultural and societal 
pressures to conform to a heteronormative lifestyle. He elaborates,  
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I was still really struggling with being gay and trying to relate sexually with the 
same gender. I had several girlfriends. I had been bisexual but I’m not, I’m gay.  
I was at the stage in my life where I was trying to understand, it was my second 
long term relationship. 
Greg characterizes the structural violence that southern society placed on gay men, which 
made him hesitant to fully embrace a homosexual lifestyle. The conflict with his partner 
reinforced his internalized stigmatized notions about gay relationships.  He often 
wondered if he’d be living alone or creating a family. He planned on staying “closeted” 
while running for political office, but his HIV diagnosis forced him to confront his 
sexuality.  The betrayal from his lover coupled with societal and cultural ideas has made 
Greg jaded towards gay men: “I’m not the most compassionate person towards gay men, 
because like I shared with you earlier, I was intentionally infected by a lover, a partner.”   
However, Greg noted that as horrible as it all was, there were some positive things 
that came out of his life-changing phone call. He immediately received treatment and 
started with the first generation of HIV drugs, which significantly brought down his viral 
load18. He also noted that this forced him to “come-out” to his parents;19 not only telling 
them that he was gay but now HIV-positive.  After taking a year off of work from the 
emotional turbulence of diagnosis, Greg was able to land a good job. He notes that after 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
18 Viral load is the numeric quantity of live HIV-virus that one has in their bloodstream. 
Undetectable “viral load” means that the virus currently active in the blood stream. Viral 
Load is often taken with CD4 cell count which mean the amount of helper t-cells present 
in the body. High CD4 cell count and low viral load are indicators of good medication 
adherence.   
19 Greg does not discuss his parent’s reaction to him being gay or positive. I suspect their 
opinions don’t quite matter as much as to Greg specifically. Their reaction did not affect 
his particular “HIV story.” 	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he calmed down he was able to have successful relationships with other HIV-positive 
men— allowing him to open his heart to other possible renters.    
Marriage and denial  
 A different informant offers a slightly different story about becoming infected by 
a partner. James joined FAB in 2004 as a member and began working there a couple of 
years later. In his narrative, he expressed different concerns than Greg’s. He hoped to 
advocate for people and thinks that FAB has changed for the better in the past couple of 
years. In relation to his HIV diagnosis, however, James does express a sort of bitter, 
biting sarcasm towards his former partner despite his best efforts to make their marriage 
work.  
He begins by talking about how he contracted HIV:     
I got my test six weeks before our marriage and it was negative. On the 
honeymoon, I contracted the disease. [NE:Oh, wow.] So, that’s a great way to 
start just a fantastic marriage. And, um, it took almost six weeks before we could 
figure out what was going on. I was panicked. I was a really healthy guy so I 
knew something was going on in my body.  
They thought it was malaria because we were in Bora Bora for our honeymoon. 
They were like, ‘What’s going on?’ Sure enough, within six weeks they finally 
figured out there was something more. I was diagnosed with HIV. 
After his honeymoon and his diagnosis, James hoped that he could make the marriage 
work because as he noted, “My mother contracted polio and became paralyzed when she 
married my Dad, and he stayed right by her side.” I suspect he was hoping for the same 
with his partner. However, quite the opposite happened:  
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James: My Doctor was very clear with her. She had this disease prior to the 
marriage. She is non-processor, she’s the one percent of the population [that 
doesn’t contract HIV]. So she never knew she had it, supposedly. She has never 
taken medicine to this day. Um, so it’s viable. And, um, here I am. 
  Nick: What happened in between then and now?  
James: Let’s see, she filed a major lawsuit. Well, first she divorced me. She was 
divorcing me, which I thought was interesting. She, um, filed a major lawsuit to 
set a precedent. She was blaming me for giving her the disease. Make sense? 
Unlike James’s notion of “unconditional love” where one partner stays with the other 
regardless of their life circumstances, his ex-wife did not share the same views. He states, 
“But, this wasn’t that;” his parents’ situation wasn’t the situation with his ex-wife. His 
ex-wife refused to accept the identity of “carrier,” which left James alone and stigmatized 
from now being HIV-positive. He expressed that this time was miserable for him, and he 
moved closer to his family to get away. Ultimately the marriage separation also left 
James free to accept other ‘tenants’, ones could love and accept him for who he truly is.     
Difference in Outlook  
 Both stories reflect aspects of an identity that forced these men into the HIV 
world. Both men also harbor major resentment toward the partners they believe infected 
them, but each express it in a different way. James takes his situation in a bad marriage 
and chooses to help others with HIV, while sarcastically mocking his ex-wife. Since his 
separation, James has had time to mingle among members and attempt to find happiness 
with other people. Greg, however, maintains much of his frustration and anger towards 
gay men in general. Though both manage their emotional stress in different ways, they 
have some optimistic views of their situations.  
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Greg suggests that because HIV has made him a more compassionate person, it 
has sparked an interest in the medical field. He explains:   
I had a totally different view of what I was going to do with my life. Being HIV-
positive forced me to immediately confront my sexuality, my mortality, it forced 
me to immediately confront how hard it can be to access medicine and 
healthcare; and how many people do suffer from that.  
Though his life trajectory has changed, Greg was forced to consider things that he never 
really knew about before. His HIV diagnosis helped him to care for those who are sick 
and in need. As he mentions, he immediately needed to confront his “mortality,” now that 
he's not afraid of dying, which has helped him to approach life's situations without 
hesitation.  
 
Identities –AIDS Diagnosis  
HIV to AIDS, what does it really mean?  
Members noted that being diagnosed HIV-positive was somewhat jarring.  Rita 
was informed of her diagnosis while pregnant in prison. She reflects, “I never in a 
million years would have thought, ME… It can’t happen to me!” (Interview 05-30-15). 
Now more comfortable with her diagnosis, Rita often speaks to groups and in forums to 
help educate people on life with HIV/AIDS. As shown in Chapter Three she states, “I 
just can’t seem to STOP telling people [that I’m HIV-positive]. It just comes right out of 
my mouth—because it’s a part of who I am, and it has been for a long time.” (Interview 
05-30-15) Rita has been living with HIV just shy of 30 years and her acceptance of the 
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disease has enabled her to speak openly about her status. As Gatter (1995) suggests, 
“resignification of life… involves positively identifying as an HIV-positive person; 
almost that being HIV- positive constitutes a social identity” (pg.1529). Indeed, for some 
people being HIV-positive may constitutes a social identity. However, for most members 
I interviewed, it becomes part of a convergence of multiple aspects of one’s identity: 
being gay, using drugs, being in recovery, being African-American, and much more. 
Thus, Rita has successfully integrated the multiple facets of her identity with being HIV-
positive, which explains her openness and indifference towards other people’s judgments.  
Gatter (1995) also suggests that resignification of one's identity is contingent on specific 
elements such as a “re-imagination of the body as a battleground against HIV” (1529). 
This consists of a positive attitude toward protecting one's immune system and doing 
everything to stay as healthy as possible. “Indeed life was sometimes described [by 
community members] as dedication to promoting the immune system; to enhancing the 
quality of life as far as possible” (Gatter 1995:1529). However, when members fail to 
“re-imagine” the body as a battleground against disease this can lead to serious 
disembodiment of one's supposed identity and ability to cope with the disease.  Many 
members report feeling more devastated by their AIDS diagnosis than the initial process 
of being HIV-positive.  
Many long-time members were fine with an HIV-positive diagnosis. As Vinny 
said, “I was 100 percent okay with saying I was HIV-positive, I was NOT okay saying 
that I had AIDS” (Interview 06-11-15). An AIDS diagnosis, it seemed, dredged up 
memories of death, dying, and physical decay that many witnessed during the early years 
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of the epidemic. For others, it constituted a culmination of life’s hardships coming down 
on them at once. Members often felt a sense of shame and bitterness when they talked 
about their AIDs diagnosis. Vinny went on to say:  
[The] AIDS diagnosis is still difficult for me at times because although I know on 
paper my counts are amazing— I’ve been virally suppressed for probably over 10 
years- so my CD4 is in the 700s at that point it was 58—but every time I have to 
recertify my HDAP choice, my provider has to check off CDC defined AIDS… it 
still, to this day… gets me real emotional.   
 Vinny links his emotions about AIDS to the death of friends and loved ones. He 
discussed the role his recently deceased friend had in his life, and the reasons he had such 
emotions about AIDS and people following their medication regimens: 
And I had my birthday at the end of August and he died like early October… of 
AIDS. So, I didn’t know he had AIDS.  
I had to go clean his apartment. When I went to clean his apartment, I found the 
two bottles of Complera his first prescription, his first bottle not even a quarter of 
the way used. So he had not been taking his medication. So there was some 
cultural stuff with the Black community, stay on the DL, all that stuff—but some of 
that I buy and some of that I don’t buy. And then the whole shame of AIDS.  
I was so angry after he passed away—at myself. I knew what Kaposi’s sarcoma 
looked like on my skin tone, but I didn’t know what it looked like on a Black 
person's skin tone. So, I felt horribly guilty for the longest times, like I could have 
did something.  
And then, I went through this whole anger period with him with the AIDS thing. 
Where [it's] like how can you not take one pill? I know, I know the psychological 
part of it. How? I used to have to take over 40 pills [a day]. How can you not take 
one?! How can you forget to take a pill? In this day in age we have so many ways 
to remind you. I get crazy about this! I went through such an anger period after 
he died. He didn’t want to live, ya know? He didn’t want to live. 
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Aspects of Vinny’s identity as a white, gay and long-time, survivor shapes his 
perceptions of an AIDS diagnosis and what living as a person with AIDS looks like. 
Vinny’s inability to recognize his friend’s tell-tale signs of Kaposi sarcoma angers him. 
Additionally, being a long-term survivor, he understands the importance of medication 
regimens and does not sympathize with people who don’t take the medication. Going 
from taking 40 pills per day back in the early 90’s to just one today is astronomical for 
him. As he mentions, “How can you not take one [pill]?” In the end, he finds that his 
long-time friend died because he had given up and, as he states, did not “want to live.” 
Vinny finds his friend apathetic and careless, which demonstrates a change in 
generational attitudes about HIV/AIDS. Battling HIV/AIDS in the 80’s meant multiple 
pill regimens and faulty medications, but more recently, multi-drug cocktails perpetrated 
biomedical moralities that make living with HIV “as easy as” taking a pill a day.  
Grant, another participant similar in age, was recently diagnosed (in 2008) and 
describes his experience with HIV and subsequently AIDS. Grant’s 90-minute interview 
mimics a life history. He spoke of his life before HIV, his AIDS diagnosis, his life after 
fixing his medical problems, and his hopes for the future.  He relates the news of a 
worrisome biopsy result related to complications from full-blown AIDS that progressed 
rapidly soon after his HIV diagnosis:  
And I’m like, “What is that?” 
She [the health care provider] said, “Cancer. AIDS-related cancer.”  
Then I lost my fucking shit, excuse my language. I was a wreck. Just a month ago 
[before], less than a month ago, before they said I was HIV-positive, I was 
working for Oracle making $125, 000 a year. I just got out of debt, you know. 
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After being in years of debt - from working with Oracle for five months. I [start 
the job] and I get HIV and [then full-blown] AIDS, I got PCP pneumonia, and 
now the biopsy that I have cancer. I’m like, what did I do to deserve this?! 
(Interview 07-09-15)  
Grant focuses on the life he had before becoming extremely sick. He had just obtained a 
new job after a period of unemployment and then got diagnosed in the first few months of 
employment. His progression from HIV-positive to AIDS diagnosis happened rapidly -- 
he felt overwhelmed and burdened. His statement “I get HIV and AIDS… what did I do to 
deserve this?!” reflects the disheartenment he feels from his diagnosis. It also reflects a 
notion of “right” and “wrong” in the cosmic sense, where Grant felt an injustice to be 
bearing such burdens so quickly.  
 Later in the interview Grant reflects on the rapid deterioration of his health. He 
mentions, “Go from having an HIV-positive diagnosis in December to being hospitalized 
with Kaposi’s Sarcoma on January 5th, my life turned totally upside down. And I was all 
alone. I didn’t tell anyone but my brother.” He also states that it is only now, during the 
time of our interview, that he’s fully healthy. After his AIDS diagnosis, Grant incurred a 
mess of health problems including cancer, adrenal insufficiency, and pneumonia, which 
all contributed to his defeated mental state. He suggests that his case was not typical 
however, that most people take much longer to get an AIDS diagnosis. He advocates that 
“no one has to get as sick as I did, if they are regularly tested.” As such, Grant embodied 
a biomedical morality wherein morally responsible individuals get tested regularly.  
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Grant also reflects how an AIDS diagnosis stays a part of one's identity long after 
they become healthy. He recalls a time when he went to an HIV/AIDS organization to fill 
out paperwork:  
Technically right now, I do not have AIDS, but I [still] have an AIDS diagnosis. 
That blew my mind, I said, “What does that mean?” Until three years ago, when I 
went to Boston AIDS Center [local HIV/AIDS social service agency] and this 
little advocate was like, “So what’s your diagnosis? What are your numbers?” 
 He said, “Were you originally diagnosed with AIDS?”  
And I said, “Yes but I don’t have it today because my CD4 cell count is high.” 
And he goes, “Oh but you have an AIDS diagnosis.” 
 
Grant then declares, “it was another one of those things that was too overwhelming for 
me.” After he took two and a half years to get his body healthy and fight off depression, 
to be re-categorized into an AIDS diagnosis, from within the HIV community, where he 
expected support, was defeating and mind-boggling. All his hard work became irrelevant. 
Grant was forced back into an AIDS status, a biomedical category that he fails to classify 
himself into, and ultimately an aspect of assigned identity that does not match his self-
concept. 
He recounts that this time in his life was very isolating because of his depression 
and his fight to be healthy. Grant concludes, “I let HIV, I let AIDS, define me.” He 
adopted a cat to stand as a representation of life and a symbol of unconditional love that 
helped him to move forward. Zoey, the cat, helped Grant move beyond his diagnosis; he 
has someone to care for, which forced him to prioritize his own health needs. Ultimately, 
Zoey’s presence helped Grant get in contact with other people outside his family, and 
subsequently get involved in FAB. Grant finds refuge at FAB, unlike the agency above, 
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because it allows him integrate HIV as a facet of his self, which is widely recognized as a 
way HIV-positive individuals can help manage feelings of stigma and find a sense of 
community.    
AIDS- A Death Sentence  
Steven’s AIDS narrative differs from Grant’s in significant ways. Like Vinny, 
surviving AIDS in an earlier era when treatments actually made symptoms worse became 
just a means to survive. Steven’s story –like many other long-term survivors- is riddled 
with tragic loss and numbing disbelief.  However, Steven specifically builds his life 
around his AIDS diagnosis, and is forced to reincorporate a ‘healthier’ identity later in 
life.  He recalls the conversation with a ‘Harvard Medical School intern’ about his initial 
diagnosis:  
So I said to him on the phone, “That really sounds wrong. Are you sure you didn’t 
get a false positive test?” 
He said, “No, we ran it several times” 
And I said, “I know what PCP pneumonia is. Are trying to tell me that, umm, I 
have AIDS? 
And he said, “Uh… yes. We really would like to get you started on some 
intravenous pentamidine. Please, come in to the hospital emergency room as soon 
as possible.”  
I said, “Wait, wait a minute. Is it possible that one could get PCP pneumonia 
from something else? Another ailment?”  
He said, “Yes” 
I said, “Well, what is it because maybe that’s what I have” 
He said, “Well… one thing is, uhh, you could have lymphoma but that would 
present with other things and we checked your blood, bla, bla, bla. So no.”  
I said, “Well you said there was something else!”  
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He said, “Sickle cell anemia”  
And I said, “Why can’t I have sickle cell anemia?”  
He says, “Because you’re white.”  
*laughs* 
So that was… I got off the phone. I talked to my partner… he was preparing 
dinner. He wanted to know what the doctor said and why I was white, not racially 
white, but white like a ghost. I had no blood in my face at the moment. And thus 
began my journey with AIDS. 
Steve’s methodical questioning of the doctor displays denial about being diagnosed with 
AIDS as well as his own ability to make an informal differential diagnosis. He mentions 
that he did not engage in risky behavior and had very few sexual partners at this point in 
his life. Having lost a friend previously from AIDS, he was familiar with what PCP 
pneumonia does to the body. His abrupt diagnosis forced him into AIDS as a central 
aspect of his identity; he was never diagnosed as HIV-positive, which is why his 
narrative differs from Vinny’s and Grant’s.   
After the conversation with the aspiring medical professional, Steven’s journey 
becomes tragic. Doctors told him he had 12 to 24 months to live and to start getting his 
affairs in order. After administering high doses of AZT, the only drug cocktail treatment 
available at the time, his body began to deteriorate. Within a year’s time, his dosage was 
lowered and he sought other treatment. However, during this time his partner also tested 
positive from AIDS, but had a higher CD4 cell count, meaning he was relatively 
healthier. But as Steven explained, “He came down with an opportunistic infection…and 
he got sicker and sicker and over the course of nine months, died. Like out of a bad 
script, he died on the 24-month anniversary of my diagnosis. Basically the day I was 
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given [to die], [was when] he died.” Death then is a central and tragic aspect of Steven’s 
AIDS diagnosis.  
Steven said that after the tragic loss of his partner, he expected to abruptly follow. 
He mentioned,  
So, it’s December 5th of ‘93 and I’ve just buried my lover. I’m still being told, 
‘Okay you’ve made it past 24 months but your next opportunistic infection is just 
waiting in the wings. You’ll likely be dead soon as well.’  
And, um, I expected pretty much the strain of having taken care of him and his 
death was so enormous that I thought I would follow the day after, or the week 
after. But a week went by and I wasn’t dead, and a month went by and I wasn’t 
dead, and a year went by and I wasn’t dead.   
With the loss of a loved one, Steven prepared himself for death, but just kept living. Over 
the next seven years, Steven free-lanced from home, taking breaks when his body needed 
to, and regularly saw doctors. With the advent of better multidrug cocktails, his t-cells 
began climbing and his health started to return. When he was able to climb stairs without 
having to stop and take a break he realized something profound, “What the fuck am I 
going to do if I don’t die?” (Interview 07-09-15) 
 With the loss of his ‘sick identity’, one that inevitably leads to death, Steven is 
forced to confront the notion of actually living through his AIDS diagnosis. He said, “If I 
have to live, I am going to have to figure out how I’m going to survive and earn a living 
and all that shit. We should all have such problems, but there is a lot of irony there.” In 
opposition to Grant, Steven is forced to integrate aspects of being HIV-positive into his 
identity, where being healthy and enhancing quality of life is essential.  
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   These narratives demonstrate how Vinny and Grant both fulfill Gatter’s idea of 
resignification, where the body is seen as a battleground against HIV. Failing to do so 
contradicts aspects of their social identity, and makes them unkempt or unruly bodies. In 
the Foucauldian sense they internalize the notion of biopower in which one with HIV is 
better, or more in control of, one's body than someone who has progressed to AIDS. As 
Vinny stated, “how hard is it to take one pill?” Biomedicine’s power becomes embodied 
and visible when someone is not in control of their illness, which is seen as a signifier of 
AIDS.  Vinny and Grant’s increased focus of attention on their AIDS status becomes a 
self-stigma, something they internalize to police themselves, which is why they offer 
their current improved CD4 levels and viral loads as a sign that they are now in control. 
Steven’s AIDS narrative also reflects a different facet of identity, one of presumed death 
and tragic loss. Having never been diagnosed with HIV, Steven just wanted to maintain 
life. With advancements in HIV/AIDS treatment over time he slowly gained back the life 
he had before his AIDS diagnosis, which is why he does not feel as much shame for once 
being an uncontrolled body.   
 
Aging, Dating, and HIV 
 Participants often spoke about sexual relationships and dating in interviews. This 
demonstrated aspects of their identity that were stigmatized. But, gay and bisexual men 
often emphasized more perceived stigma for being MSM due to bodily ideals and notions 
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about age. Emphasizing Bowleg’s intersectionality theory, sexual orientation was a social 
category that influenced participants view on stigma.    
  Ray mentioned that HIV has negatively affected his life in terms of disclosure to 
causal partners. He states, “The only time that I have to come to grips with it [having 
HIV] is when, ya know when I sleep with a girl or something. That’s when I have to tell 
them [that I’m positive]. However, Ray, as a straight male, expressed much less anxiety 
around dating and disclosure than other gay or bisexual participants. Ray’s main concern 
lied mostly with forced disclosure of his HIV status, while other gay men worried about 
age, looks, physical conditions, and the like. Rays shows this by stating:  
If she’s cool with it, she’s cool with it. I don’t think I’ve ever really been turned 
down. I think there was one girl that was turned off by it [having HIV], but other 
than that everybody was been pretty cool. Which is their right, ya know. A lot of 
people just don’t understand or are real paranoid, or whatever. (Interview 07-22-
15) 
For Ray, having HIV hasn’t really been sexually inhibiting. But he justifies that not 
everyone would be okay with sleeping with him because he’s HIV positive, and that’s 
something he states is everyone’s ‘right’. Ray’s narrative does not indicate as much 
superficiality in regards to physical fitness, perceived drugs use, or age.  
Both Steve and Greg mentioned a particular discrimination toward their age. Greg 
notes that the particular ageism in the gay community is, as Greg says, “amplified” for 
MSM with HIV. Participants who shared such examples emphasized the intersection of 
different stigmas as they relate to the different facets of one’s identity. The social 
constructions of gay men’s bodies often fetishize certain types of men: ‘ripped’ 
[muscular/athletic] bodies, hairy bodies, youthful bodies, etc., but HIV-positive men may 
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represent sick bodies. Consequently, gay or MSM bodies that do not represent such 
fetishized ideals and may instead convey dysfunction (or a lack of control) are 
stigmatized within the gay community. Greg gives an example of compounded stigma 
related to age: 
there is this idea that when you’re past a certain age—once you’re past 30—
you’re sort of no longer at your prime in the gay world. This isn’t exactly HIV but 
all those issues become amplified with HIV. 
Having HIV makes dating in the gay community harder. This is especially true for Greg 
in Boston because he says that the community is “much pickier and judgmental.” He 
explained that his experience in Texas differed greatly from his time in Boston:  
In the Southwest, people just conform more. Gay men and straight men you really 
can’t tell them apart. But the difference is, in the Southwest, the gay men are kind 
of like – ‘Hey, you wanna have sex? You wanna hook up? You wanna date.’ 
Whereas here I feel like it’s, “Oh no.” 
 If you’re not a certain age or if you don’t look a certain way, and then if you 
have HIV, ‘I’m Sorry,- you shouldn’t even be in the [dating pool]. It’s a pickier 
environment...from my reference point there’s a difference in the ageism and the 
attitude about the HIV [in Boston].  
Greg contrasts his experience with dating men in the Southwest and Boston, and 
expresses his dissatisfaction with gay culture in Boston. He claims that while he comes 
from a rural community, he also lived in Metropolitan areas, which he feels did not 
compare to Boston, New York, or San Francisco. He expresses that gay men in Boston 
can be “superficial” and exclusive; that the cultural differences surrounding masculinity, 
bodies, and control create more stigma in the Boston area.  
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 The discriminatory message that Greg received from the Boston gay community 
discouraged him from dating anyone, instead he focuses on his education and career 
prospects.  He proclaims:  
I’m sort of like… that’s the way the gay community wants to be with regards to 
superficiality that’s fine. Go for it. I’m not going to deal with it. The bottom line 
is, you need to get an education, and you need to get a job. If you want to blow 
your life on addictions and drugs and sex go for it. It’s American; it’s a free 
country. But, I’m not going to engage in it. 
 This quote demonstrates that aspects of Greg’s identity as a gay man clashes with who 
he is as an HIV-positive 50-year old. And instead of engaging in what he deems 
“superficial behavior,” he extricates himself from one side of the equation and identifies 
with what he considers to be the most important aspects of his life.  Thus his dismissal of 
superficiality is a moral judgment on gay men who perpetuate standards within the gay 
community, often one’s that dismiss HIV bodies. Greg’s story does not differ much from 
other HIV-positive MSM interviewees, who have in their later years become celibate, due 
to what they perceive as the lack of options for sexual partners.   
Steve echoes similar sentiments in regards to dating and ageism. However, Steve 
being more familiar with the gay community in Boston quickly determines his 
“eligibility.” He says:  
I am aging out of the casual sex pool by virtue of age and looks. And, uh, I’m 
thinking increasingly that it just isn’t going to be an option. Thank goodness God 
invented masturbation because… that’s one way to feel good.  
Steve is aware of how he looks and how he is perceived within the gay community. He 
suggests that due to his age it is increasingly hard to pick someone up. He further 
explained that he often gets cast in a “Daddy” role and wonders “how on earth” he got 
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there. But, this feeling of being “too old” is not just for casual sex, as Steve mentions that 
it has affected dating as well. He feels at 60 years old that people have either got a partner 
or are not looking for one; this added to his HIV-positive status creates significant 
problems with long-term relationships. Thus, being a 60-year-old HIV-positive man has 
left Steve lonely and stigmatized by the gay community.   
 Steve further mentions his efforts to try and find someone who he can connect 
with emotionally and sexually.  He relates his status to that of being handicapped:  
I guess probably the handicap metaphor is accurate. You go into a bar, or a 
dating website, and you look at your options—nice looking, nice looking, nice 
looking but in a wheelchair, nice looking, nice looking... Unless you’re a very 
altruistic person, do you go over to the person in a wheelchair and say, ‘Hey, let’s 
get to know each other?’ You know right from the start that you’re going to be 
caregiver and that this person in a wheelchair is going to impact your activities, 
your mobility, your transportation, and your ability for vacation- whether you are 
going to jump on a cruise or go hiking. 
HIV is invisible at first; you don’t see the wheelchair, but the moment it gets 
revealed…  
I suspect most people go to that same mindset, ‘Oh fuck. That means condoms 
only.’ It’s condoms always. That means you might get sick and die sooner. 
I think that it’s a legitimate obstacle and stigma for relationships as well. 
(Interview 07-16-15)  
Steve’s notion that HIV is an invisible handicap can speak to HIV-positive folks on many 
levels.  
Like Manderson (2011), a disability scholar, Steve expresses an idea of a body as 
“healthy” and “normal” when it is noticed as little as possible, and only when function 
turns to dysfunction (ability to disability) is awareness stimulated. An HIV-positive body, 
then, appears healthy, but causes cognitive dissonance because it is “normal” but 
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“unhealthy.” In her work, Manderson (2011) depicts the physical body as a “social 
product,” which can be transformed through “alterations” of the physical self (pg. 45). 
While HIV-positive bodies may have few physical alterations, they are social products. 
And, like the stigma of disability status, the stigma associated with biomedical moralities 
is a product of the social world where bodies inhabit. Many HIV-positive individuals may 
understand their diagnosis as a product of drug use, negligence toward safe sex, as 
products of naivety, as an unkind gift from a dishonest partner, or some combination of 
all. The ‘cause’ of an HIV diagnosis is integrated as an individual burden and seen as a 
product of ‘otherness’ within the dominant society. This can increase the amount of 
internalized stigma that HIV-positive individuals feel, and their willingness to embark in 
relationships thus biomedical “moralities” are reinforced.    
Steve also brings up the idea that one’s partner may be wary of always having to 
take precautions to accommodate a condition such as HIV. And, as he is coming to find 
out, not many people are willing to dive into that role unless they are a “very altruistic 
person.” Steve concedes that hopefully we, as a society, are moving to an era where 
stigma and such obstacles can be lessened. Indeed, it would seem so. Clinical trials 
suggest that the adaptation of PrEP20 in serodiscordant couples reduces the risk of 
exposure to HIV in MSM, provided that HIV-negative persons maintain daily adherence 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
20 PrEP or Pre-exposure Prophylaxis is an antiretroviral pill taken every day for months 
or years to reduce the chance of getting HIV. Gilead Sciences received the first Food and 
Drug Administration (FDA) approval for PrEP in 2012 for Truvada, its once-a-day 
combination of tenofovir and emtricitabine.  	  	  
	  114 
(Arnold et al. 2012; Grant et al. 2011; Sowicz et al. 2014). Steve hopes that biomedical 
advancements can reduce stigma between HIV-negative and HIV-positive men.  
Steve and Greg’s narratives elucidate an ‘extreme ugliness’ or superficiality 
towards aging within the gay and bisexual community. This can be especially tough for 
men who are older and HIV-positive, whose looks and physical appearance may be 
altered from years of (toxic) medications. Lipodystrophy, the redistribution of fat tissue, 
often induced by protease inhibitors can cause many HIV-positive men and women to 
feel self-conscious. Collins, Wagner, and Walmsley (2000) examine the psychological 
impact of protease inhibitors (typical HIV medications) among HIV-positive women and 
gay men, noting themes of: “erosion of self-image and self-esteem, problems in social 
and sexual relations, threats to locus of control, forced HIV disclosure, and 
demoralization and depression” (pg. 1).  These psychological impacts can contribute to 
and increase the anticipated stigma that one feels about having a body that does not meet 
“gay” standards.  
Perhaps, such superficiality stems from underpinnings of what Johnston (1995) 
calls an “HIV-negative identity” wherein negative individuals feel a sense of pride for 
being “sexually safe”. He writes,  
And yet I share with the button-wearing youth –and others who have become 
sexually active in the era of AIDS—the idea that being HIV-negative is a kind of 
achievement, something to be celebrated, encouraged, and prized. So I at once 
want to proclaim my HIV-negative status and yet be mute about it. Can I adopt an 
attitude that embraces survival if I am ashamed to proclaim being a survivor? (pg. 
249). 
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Johnston, though seemingly self-congratulatory on this point, brings up being proud to be 
HIV-negative in an era where gay men were being rapidly infected with HIV/AIDS. 
However, attitudes have progressed from not only being “proud” of one's HIV-negative 
status, but also protective of it. This can be seen as part of what Johnston established as 
the “fragility of HIV-negative identity” (1995:253). He accurately states that being “HIV-
negative sometimes seems like a provisional status, something precarious that could be 
lost at any moment” but, men who are HIV-positive have a defined placed, which enables 
them to build it into aspects of one’s identity (Johnston 1995:253).  The “impermanence” 
of HIV-negative status makes it a label rather than an identity.  
Gregg and Steve’s two narratives portray gay communities as an embodiment of 
strict and stigmatizing biomedical standards; HIV-positive survivors are seen as “dirty” 
the wide-eyed celebratory youth who have not lived through such hardships. Younger 
MSM seek to protect their HIV-negative status by stigmatizing those who may change it.  
As Nadal and Reviera (2012) suggest,  
gay and bisexual men living with HIV/AIDS (GBMLHA) are likely to experience 
both HIV stigma and gay-related stigma …This “double stigma” may be traced 
back to the initial label of HIV/AIDS as the “gay cancer” or the “gay-related 
immune deficiency.” However, such stigma may also be influenced by 
individuals’ perceptions that gay and bisexual men who contract the disease are to 
“blame” for their own actions (pg. 1). 
In contrast to Johnston’s “HIV-negative” identity, gay and bisexual men who are HIV-
positive receive stigmatizing messages from within the gay community, while dealing 
with their own internalized shame for contracting the disease. As I demonstrate in other 
chapters, these social factors interact with biological features of the disease and other 
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social and biological risks, contributing to the in-group HIV stigma syndemic, and 
reinforce biomedical ‘moralities’, I identified through this research. 
 
Reclaiming Life After Diagnosis 
Both Greg and Steve indicated that their lives took a circuitous path, but 
eventually went back to “normal” after their diagnosis, or as close to normal as possible 
for someone living with HIV.  Baumgartnen and David (2009) demonstrate, through 
literature on HIV/AIDS identities, that with the advent of life-enhancing medications; 
many PLWHA do not see HIV or AIDS as central to their identity. These authors note,  
participants did not need to immerse themselves in the HIV/AIDS community or 
claim HIV as a central identity. Instead, they accepted being “poz,” using 
HIV/AIDS community resources as they lived with the illness over time. HIV is 
one of many identities whose salience changes depending on health (Baumgartnen 
& David 2009:741). 
Such seemed to be the case for Steve and Greg, and others that I have interviewed. Once 
their health was stable, they were able to “live” with their illness over time and re-start 
their career and education tracks, though dating was still affected. Participants gained a 
sense of independence from their HIV/AIDS diagnosis, or rather, found ways to work 
towards the original aspirations they had for themselves. In disability studies, Manderson 
(2011) refers to this as a “rehabituation” wherein after loss of function or injury through 
disease or illness individuals partake in the task of “embodied learning involving the 
recovery or recreation of habitus” (86).  
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 Steven explained that the advent of multi-drug cocktails of the early 2000’s gave 
him his life back. He beams, “And if you’re given your life back what direction do you go 
in? My solution was, well pursue the one thing that has meant the most to you,” deciding 
to go into film and directing— something he was working towards before his diagnosis. 
After a successful first film that won national film festivals, he took this as a sign, saying, 
“the universe was approving of my game plan. It was giving me a resounding, ‘You go for 
it!’” Steven was able to regain his professional identity, one that he had lost during his 
diagnosis and subsequent death of his partner.  
Although Steven still feels stigma from being an older AIDS-diagnosed gay man, 
he finds solace in the fact that he is alive and able to function, thus he is able to start the 
process of rehabituating into a new habitus. He expressed that stigma from within the gay 
community has affected his health in various ways. He explained, “it’s affected my 
mental health: frustration - feeling less than normal; I am always carrying this feeling 
that I’m damaged goods [in reference to dating]; feeling that the bar to emotional and 
sexual gratification is significantly higher.”  Steven’s feeling of “damaged goods” has 
manifested into stigma mechanisms (anticipated and internalized), leaving him feeling 
inadequate and sexually frustrated. Starks et al. (2013) find that “anticipated HIV stigma 
may be an important mental health issue for gay and bisexual men” (pg. 2732).  
However, despite these poor mental health influences, Steven displays an exuberant 
gratitude for being a long-term survivor:  
So when I got my AIDS diagnosis at 34, I never thought I would see 40. And, that 
was a great thrill, to celebrate my 40th birthday. But I never thought I’d ever get 
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to see 50, and that happened. And just this past March I got the astonishing 
experience of celebrating my 60th  [birthday]. So I generally feel like this is all 
bonus time. I was supposed to be dead in 12 to 24 months. I got lucky. I was one 
of the few lucky ones, and I’m on bonus time.  
 
Hell—wrinkles, gray hair, slow physical functioning, backaches in the morning, 
slower sexual response (unless I’m doing it myself, that’s one thing to look 
forward to—you never forget the best way to way to masturbate; whatever you 
need in the moment. Infinitely flexible. A little tired? No problem!) But it’s all 
golden time so for the most part I’m a happy puppy. 
Despite all the physical ailments, Steven honestly feels like he is living on ‘buyed’ time 
and he is quite content with that. Manderson articulates that part of rehabituation 
involves, “learning to use the new, challenged body without self-consciousness,” which 
may be quite challenging for people with HIV/AIDS (pg.98).    
 Greg’s narrative also indicates a silver lining, or rather an affirmation that his 
diagnosis brought him to new perspectives:     
The irony is that I’m 50 years old, at _______ Medical School, I’m actually 
thinking about going back to the Southwest and running for office as an openly 
gay candidate for congress. It’s ironic because that’s what I wanted to do 25 
years ago, that’s why I went to law school, and did all the leadership stuff in 
undergrad.  
I had a 25-year circuitous route, but I may be getting back into it. I’ve been a 
community activist; I’ve been an HIV activist, in many ways for poor people and 
marginalized people.   
There’s a big difference between how I feel emotionally between gay people, and 
poor people, and marginalized people and how I feel… in how I want to work and 
help and advocate.  
It doesn’t matter if I’m angry at the gay community for getting HIV, or being lied 
to, or being discriminated against because of my age. I don’t know…I leave that 
separate from my advocacy and my community activism.  
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He indicated his “circuitous route” not only brought him into advocacy and public health, 
but also pushed him back into his original career aspirations in politics. He mentions that 
he is able to separate the stigma and anger that he feels toward gay men from his work 
with marginalized communities. Greg like many who experience disabilities is using his 
own marginalization, his experience of being blamed for his condition, to become an 
advocate21. 
 
Conclusion 
As Manderson argues that the advent of biotechnologies introduced notions of 
“flexible bodies,” in which the body is a commodity where “fitness and beauty, 
desirability and personal worth, and ideas of choice and mastery over the physical body, 
converge” (2001:70). As Greg and Steve’s stories revealed, this can be especially true in 
the gay community.  Manderson goes on to emphasize that this creates an ample platform 
to, “extend the enquiry into the body beyond examples of decoration and form, and 
explore the loss of body parts, functions and/or appearance following illness” 
(Manderson 2011:90). In the sense of function, HIV-positive individuals become 
‘flexible bodies’ in the context of multidrug cocktails, allowing an identity beyond 
illness. As such, Gatter’s concepts of ‘HIV as a social identity’ are not common among 
my participants who have regained other aspects of their lives in the advent of multi-drug 
cocktails.   But, the problem lies with those who do not incorporate HIV management 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
21 Though HIV/AIDS qualifies under the Social Security Administration as a disability, 
many of my participants would consider themselves ‘disabled’. The sentence is used to 
show one becomes an advocate for themselves and others who are marginalized.  
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into aspects of their identity. Because this disease, in its Western modern form, has minor 
physical indicators, its ease of treatment facilitates prejudice and elitism among HIV-
negative individuals who see it as manageable and avoidable, further increasing stigma.  
The sense of independence from one’s HIV status creates tension among the 
MSM community at FAB. As Johnston concluded, “it did not surprise me, then, that 
when HIV-positive gay men found themselves a stigmatized minority within a minority, 
they reacted by claiming "HIV-positive" as an identity” (1995:253). Thus, those who see 
HIV/AIDS as central aspects of their identity may differ in belief, principles, and 
behavior from the “newer” members of the community. This creates a dichotomy 
between members who serve as “long-time active” (active in the social life of the HIV 
community) members, versus those who selectively come in only for certain services. 
Such in-group and generational dynamics are further explored in subsequent chapters.   
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CHAPTER FIVE: 
Community Morality: Syndemic Theory and Stigma 	  
In this chapter I build upon the theoretical concept of syndemics22 to examine how 
stigma contributes to interactions that can worsen the overall burden of disease within 
HIV-positive communities.  As mentioned earlier, syndemics refers to the clustering of 
two or more biological factors that combine synergistically under noxious social 
conditions to exacerbate the burden of disease in certain populations (Singer & Clair 
2003; Singer 2009). Syndemic theory has been applied to discuss the worsened health 
consequences of interactions between disordered eating and diabetes, diabetes and 
obesity, tuberculosis and HIV, and substance use, violence and AIDS in contexts of 
social inequality (e.g., Singer 2009). Syndemics is helpful in exploring specific within-
group sociocultural interactions by offering a framework for researchers to elucidate the 
multiple stigmas’23 faced by people with HIV. These perceived devaluations can 
exacerbate current substance use issues and depression, to worsen the overall burden of 
disease, and compound stigma.  In this chapter, I review the existing body of HIV stigma 
and HIV syndemics literature and present qualitative data to draw attention to the 
stigmatizing treatment that some individuals perceive and experience from fellow 
members of a shared HIV-positive MSM ‘community.’  
The exploration of intergenerational and in-group stigma among HIV-positive 
MSM offers an important avenue to explain the syndemic effects of HIV stigma on 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  22	  See Singer (2009) and Singer & Clair (2003). 	  23	  See Background Chapter for definitions of the multiple types of stigma and their 
clinical uses.	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medication adherence; relationships between HIV, risky sex, and substance use; and the 
impacts of each of these on known HIV/STI interactions. This previously under-explored 
dynamic of in-group HIV stigma among HIV-positive MSM suggests that stigma is more 
than a structural factor in HIV syndemics that results from homophobia and the social 
marginalization of gay men, MSM, and others living with HIV. Rather, the social 
construction of ‘better’ and ‘worse’ HIV-positive way of living exposes strong feelings in 
this exemplary group about who in an HIV community deserves the most sympathy, 
support, and services.  
This, I argue, is an embodiment of biomedical “moralities” wherein HIV-positive 
MSM stigmatize fellow members of their community who do not comply with medically 
defined ways of living with HIV. Thus the community not only defines moral personhood 
by stigmatizing those who do not work to follow biomedical standards, but attempts to 
reconstruct a moral ‘self”. In “HIV is God’s Blessing,” anthropologist Jarrett Zigon shows 
how communities associated with the Russian Orthodox church uses morality center 
‘therapeutics’ to cultivate the ‘selves’ of Russian drug users into moral persons who do 
not use drugs. I employ his work to discuss how biomedical moralities dovetail with 
work on the self— being the right kind of HIV-positive person. Additionally, this shows 
that (biomedical) morality is only one aspect of the structure of disciplinary power.   
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The Cafeteria.  
Walking into the cafeteria is like going back into high school. The clam-yellow 
walls are papered with current events and happenings of that week, carefully 
written in bright colors on white paper. Fashioned in checkered patterns, the 
rectangular tables allow the pale yellow tabletops to visually intersect with the 
cool grey floor. Five or six yellow and green flimsy plastic chairs adorn each 
table. When the clock strikes twelve, or a few minutes after, the wooden stairs 
screech under the members’ pounding feet as each person races to get their 
designated spots in line. Chatting about, they form the usual sequential link and 
hastily go down the stainless steel counter collecting their food. Most are warm 
and friendly, yelling “HEY” to the staff members that they know, often cracking 
jokes as they pass. A persistent kind of warmth remains. Maybe it’s the red brick 
walls that account for exactly half of the room, or the intersecting mint green 
molding around the windows. Or, perhaps, the history of shared meals and 
traumatic losses. Whatever it may be, the shared diagnosis connects the 
community in more ways than one. Togetherness lingers.      
 
An outsider does not immediately feel this overwhelming sense of belonging. 
Social groups form and each group of friends have their own designated spot in 
the cafeteria. They sit with each other every day; those are their people. 
(Fieldnotes 06-2015) 
 
I first entered the dining room as an appendage of a staff member. I sat at her 
table, talked to whomever she talked to, ate what she ate; I tried to blend in. Feeling out 
the members— their willingness to talk to new people, their openness to share their table, 
and their scrutiny of my own experiences— was not easy.  Nervous, slightly sweaty and 
nauseous from the amount of free food I had stuffed down, I approached their pre-
established dining tables cautiously. Certain groups were easier to talk to than others. 
Most inquired about my position, while others just sat and ate as I tried to elicit 
information from them.  When I finally mustered up enough gumption to approach new 
tables, people often welcomed me to sit with them. Conversation became the hard part. 
Often, we discussed the weather or recent movies to remain on neutral topics. When I felt 
comfortable, or established, at a certain table I would then inquire about aspects of stigma 
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that they may have faced. Each person had his or her own response, some more similar 
than others. Often, however, trying to understand the social dynamics of the table 
provided more apprehension of stigma than any amount of exiguous conversation I could 
provoke. The cafeteria, a liminal space, offered pivotal insights into in-groups’ stigma 
and community social dynamics. 
  
No Safe Place from Stigma— Pathways of Syndemic Interaction  
I detected previously unidentified pathways of syndemic interactions for an in-
group HIV stigma in the stories of many of the HIV-positive MSM I met and interviewed 
at the community center. Below I outline these pathways of interaction visually and in 
narratives. In doing so, I identify the structural and biological factors and how they 
interact to worsen suffering. The specific syndemic I propose consists of stigma enacted 
by HIV-positive MSM, toward other HIV-positive MSM, co-existing within this HIV-
positive community in Boston. Though, I would suggest it is likely applicable to other 
similar settings. Exchanges of stigma serve as the structural factors that drive interactions 
between various overlapping and intersecting biological and behavioral factors. These 
include: biological/behavioral factors like substance use, reduced medication adherence, 
increased susceptibility for other STIs, and increase sexual risk-taking. Together these 
factors elevate HIV-positive MSMs’ overall burden of and risks for known HIV/STI 
syndemics. 
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Figure 4: This figure represents the pathways of interaction that make up the proposed 
in-group HIV-positive stigma syndemic for MSM. Based on the supporting literature and 
my original data, the bio-behavioral interactions that occur within the structural context 
of HIV stigma are represented in overlapping circles. Multi-colored circles represent 
biological interactions, which each interact with the white box social structure of stigma, 
within the larger context of HIV-positive communities: 
1. HIV communities, the social environment for the syndemic, are represented by 
the large grey square.  
2. “Embodiment of Biomedical Moralities” is represented in the orange box to 
depict the larger structural factor that is driving stigma. As noted, this may come 
from within and outside of the HIV community center.  
3. “In-group stigma:” within HIV communities, as a structural factor driving bio-
behavioral interactions, is represented in the white box. This stigma intersects 
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with each of the biological-behavioral factors represented in the multi-colored 
intersecting circles.  
4. Biological-behavioral factors are shown in the multi-colored circles. They overlap 
and intersect with each other to cause deleterious health interactions, worsen 
overall suffering, and both result from and exacerbate in-group stigma for HIV-
positive MSM. 
a. Reduced (HIV) medication adherence (represented in the Blue Circle), 
related to stigma and substance use, and contributing to increased STI 
risks in existing literature, is demonstrated here through Vinny’s story 
about his African-American friend with Kaposi Sarcoma; 
b. Increased STI Risk (Green Circle), associated with substance use and 
internalized stigma, is a product of “risky” sexual behaviors, elevating 
risks for other STIs and for known HIV/STI syndemic interactions. This is 
seen throughout Paco’s story explained below. 
c. Increased Substance Use (displayed in the Purple Circle), associated with 
reduced medication adherence and documented as a known response to the 
stigma of an HIV diagnosis, is seen by proxy through the perception of 
substance use, in Jeff’s portrayal of “Oh, that group.”  
 
Stigma and Syndemic Interactions 
Stigma drives interactions between multiple biological and behavioral factors, 
including risky sexual behavior (resulting in increased risks for additional STIs), 
substance use, and reduced medication adherence. The social factors contributing to these 
interactions include specific forms of HIV stigma perceived and experienced within 
groups of MSM with HIV, often determined by era of diagnosis, perceived sexual 
practices, and assumptions about substance use. These forms of stigma allow some 
groups of HIV-positive MSM to be perceived by fellow MSM as differentially 
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‘responsible’ for having acquired HIV, depending on their assumed sexual or substance 
use behavior, or based on aspects of their background.   
The stigma that some HIV-positive MSM perceive, both in existing literature and 
in my own data, may not solely affect their place in HIV community but also contributes 
to a worsening of their overall disease burden. Perceived stigma related to the HIV-
positive diagnosis or as a facet of one’s identity may itself contribute to increased 
substance use and high-risk sexual behaviors, such as unprotected anal sex, which 
increases risks for additional STIs (Drumright et al. 2007; Liao et al. 2015; Patterson et 
al. 2005).  This behavior is seen as coping mechanism for dealing with HIV stigma, such 
behaviors in fact compound the felt stigma of some. Additionally, among HIV-positive 
MSM, unsafe injection drug use may further contribute to Hepatitis C (HCV) risk, one 
element in a known HIV/STI syndemic (Singer 2009). As examined by Singer (2009), 
liver disease caused by hepatitis C virus is the second leading cause of death in HIV-
positive people (pg. 81).  Stigma that contributes to reduced HIV medication adherence 
dramatically worsens the quality of life for HIV-positive individuals (Rintamaki et al. 
2006).  I suggest that an embodiment of “biomedical moralities” further compounds the 
effects of stigma, which systematically marginalizes individuals whose behaviors are not 
compliant with their “community” rules and standards. 
Longtime members could be heard scoffing at the people who filed into the 
community center for free meals and other services at the end of the month because their 
welfare checks had run out. I suspect these passive judgments were due to a perceived 
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lack of cultivating one’s self— Grant24, noted in previous chapters, spoke about a 
dichotomy that he felt divides the HIV-positive community not only in Boston, but also 
in other places where he had lived: 
 In New York, in Chelsea, I was told that there's the A side of the street -8th 
Avenue- and there's a B-side of the street. A-listers walk on one side of the street, 
and everybody else walks on the other. I said, ‘Are you kidding me?' This is just 
too much! But then a friend told me, ‘just to let you know, like within the gay 
community, within the HIV community there's an A-list and a B-list.' 
 
In our interview, Larry explained that the ‘A-list’ and ‘B-list’ separated MSM 
who function with HIV in ‘good’ and ‘bad’ ways. As he explained it to me, the A-listers 
are people who are “high-functioning” and have successful jobs, while B-listers are 
“commoners”, or rather, people who represent marginalized sections of society. Though 
many members of FAB now represent B-listers, they attempt to climb the social ladder 
by achieving the best possible biomedical health.  The notion of "A-list and B-list" or 
"better" and "worse" ways of living with HIV is a theme that contributes to the stigma 
that some HIV-positive MSM members of the community perceive. Through such 
standards of social and sexual etiquette within-group HIV stigma is used to perpetuate a 
morally appropriate-self that exhibits the good way of living with HIV.  
Sexual Risk-taking and STIs 
 Current literature suggests increased sexual risk behavior of HIV-positive 
individuals and their resulting risks for secondary infections that may exacerbate HIV 
symptoms and overall disease burden (Crepaz & Marks 2002; Dougan, Evans, & Elford 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  24 Vinny has a similar quote in Chapter 1. They are good friends, which may be why we 
hear similar things from them. However, their similarities indicate that this is a problem 
within the community.  	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2007). High-risk behaviors among HIV-positive individuals can be related to their 
perception of stigma as measured by loneliness: in one study, individuals who reported 
more loneliness were also more likely to engage in anonymous anal intercourse (Hubach 
et al. 2015).  These high-risk bio-behavioral factors, combined with the structural factor 
of social stigma toward HIV-positive MSM can worsen the overall social environment 
for HIV-positive MSM, and help exacerbate their overall burden of disease – the 
hallmark of a syndemic.  
Within group settings, the combination of stigma and increased sexual risk-taking 
can further isolate certain individuals and contribute to loneliness, as seen in the previous 
chapter. Additionally, loneliness further increases risk-taking behaviors in a vicious and 
potentially dangerous cycle of risk. Moral and social judgments may then be placed on 
individuals who are thought to be reckless or careless with their sexual partners. Many 
HIV-positive MSM seek to protect partners during sexual activity, but those who do not 
put themselves and others at greater risk for additional sexually transmitted infections 
(Crepaz et al. 2009). This increased risk can also further contribute to the stigma they 
receive from community members. Social implications for increased stigma are 
embedded in the structural nature of in-group community settings, contributing to cyclic 
forms of stigma, where perceived stigma contributes to risky behaviors, leading in turn to 
more stigmatization.  
 
 
 
	  130 
Paco’s Story  
Paco, a Puerto Rican-born citizen, was diagnosed with HIV shortly after arriving 
in Boston. His peppery black hair and square framed glasses mask a face that suffered 
through years of drug abuse, depression, and self-isolation. While Paco's case does align 
with current literature, his lived experience with HIV is also unique in specific and 
important ways compared to other members I met at the community center. Paco’s 
emergence into the drug world began, according to him, as a result of the internalized 
stigma that he felt from being HIV-positive. During our interview he noted that when 
living with HIV, people go through different stages, or ways of being comfortable with 
one’s self. Despite living with HIV for 20 years, Paco still considered himself in a time of 
transition. He said, “I think I am still going through a lot of stuff … I think I have some 
time still till I get to a more comfortable place. That’s what I am feeling” (Interview, 05-
10-15). Paco is referring to a comfortable place he hopes to reach with his post-HIV -
positive life, and his sexual activity.  
He discusses, “for some reason I thought I’m not, I can’t [be sexually active] 
because I have HIV, you know, so I went and did meth” implying that his substance use 
allowed him to engage in sexual activity without thinking about the risks he posed to his 
partners.  Paco’s drug use was also maintained because, as he notes, he “wanted to feel:”  
I didn’t care about anything. I just wanted to feel. And I thought that, you know, 
by doing that, by taking meth and having sexual partners it was a coping 
mechanism because I wasn’t thinking about anything else. It was just blocked. 
There was just one purpose. So, I didn’t have to think about anything else... 
honestly, you do hear people when they say, “Oh my god, you’re so beautiful.” 
Or you’re so this and you’re so that, when you’re doing that stuff and that stood 
out to me. Believe it or not, I remember and even when you are under the 
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influence, you hear those words. They are very clear. It’s very strange but that 
was the easiest way for me. That was the easiest way.  
 
Paco’s drug use was a means of dealing with his HIV status. In doing so, he engaged in 
sexual behavior that he was aware was, on some level, risky (he indicated he was not 
always using condoms). His loneliness and avoidance of emotional attachment reinforced 
his risk-taking habits as well as the superficial social affirmation he perceived while 
under the influence of methamphetamine. This confirms Courtenay-Quirk et al.’s (2006) 
finding that, “[s]ettings that facilitate anonymous sex may be used by some men to 
protect themselves from emotional involvement with sex partners and expectations to 
share personal information such as HIV status” (pg. 65). 
Sexual Risk-taking and Substance Use 
For MSM, increased substance use— frequently near the time of HIV diagnosis 
as an apparent coping mechanism— is also associated with increased sexual risk 
behaviors (Campsmith, Nakashima, & Jones 2000; Parsons et al. 2003). Such substance 
use further contributes to social stigma from within MSM and HIV-positive communities. 
For example, Semple, et al. (2002) noted motivations for methamphetamine use 
associated with high-risk behavior including "sexual enhancement; and self-medication 
of negative affect associated with HIV-positive serostatus" (pg. 149). The use of so-
called “party drugs” such as methamphetamine, nitrate inhalants (poppers), ketamine, and 
gamma-hydroxybutyrate correlates with greater sexual risk behaviors among HIV-
positive men and their unknown serostatus partners (Purcell et al. 2005: S37).  
Campsmith (2000) explored the use of crack cocaine among HIV-infected populations, 
noting that its use correlated with having multiple partners, transactional sex (trading sex 
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for money), and more unprotected sex. Methamphetamine and other forms of injection 
drug use, especially in the context of risky sex, (Green 2006; Molitor et al. 1998; Semple, 
et al. 2012; Wohl, Frye & Johnson 2008) contributes to known syndemic interactions 
between HIV and other STIs (Ostrach & Singer 2012). Thus, drug use can contribute to 
biological factors that put individuals at risk for known HIV/STI syndemics, while 
simultaneously contributing to the stigma that affected individuals perceive. In further 
sections I delineate the interactions between perceived stigma from in-group settings and 
their effects on individual increased drug use and/or sexual risk. 
“Oh, That Group”   
 Jeff, an outspoken member of the center, talks about the perceived stigma 
associated with drug use within the community. He explains that meetings where 
members discuss sobriety and recovery can create unnecessary tensions, especially for 
people who make assumptions about the center’s services. 
[A]s soon as a person reaches a certain level of whatever it be sobriety, recovery, 
and end homelessness, they become very judgmental about everybody who had 
not reached that level… I have heard people say that the morning group, when I 
was interviewing for the CAB here, they said:  
“Why do you think you’d be a good member for the CAB?”  
I said, “Well- I attend Bridges25 every day and I think I have a good pulse of what 
the people in the FAB are feeling.” 
 A board member commented, “Oh, that group, I thought that was just for 
homeless drug addicts” 
 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  25 Bridges is a daily peer support open to all members, rooted in Harm Reduction 
concepts and holistic approaches. The group addresses stressful things that affect ability 
to live healthily with HIV/AIDS, including: housing, substance use, and emotional 
health, isolation and medication side effects. A different topic is discussed each day.	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Jeff’s application to the Consumer Advisory Board (CAB)26 was stereotyped because of 
his association with the “morning group”, which he notes welcomes “homeless drug 
addicts” but ultimately is for everyone in the community.  This notion of stigma creates a 
dichotomy between people who are seen as “users” and those who are not. His comment 
about sobriety reflects certain member’s attitudes toward being associated with former or 
recovering drug users, “that group” of people. Though substance use is used as a coping 
mechanism in many contexts it denotes a lack of achieving a “disciplined body” in 
Foucault’s sense and it therefore is stigmatized within the community.     
Substance Use and Sexual Risk 
The stigma that an MSM individual perceives due to their HIV status may lead 
not only to substance use and increased sexual risk behaviors as coping mechanisms, but 
may also be compounded in group settings where in-group dynamics are created, 
detected, and perpetuated among MSM. The resulting in-group stigma may be an attempt 
to condone these seemingly self-destructive selves; ostracizing such activities may be an 
attempt to keep people vigilant of their ill-mannered coping mechanisms. 
    In terms of specific syndemic interactions among HIV-positive MSM, 
methamphetamine and crack cocaine are often used for "self-medication." Such drug use 
is used as a tool to temporarily relieve the perceived negative social effects of HIV 
serostatus; this may be especially true for settings of group flirtation or sexual courting 
(Purcell et al. 2005). Methamphetamine, specifically, is implicated in high-risk sexual 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  26 The CAB is a group of members who meet regularly to discuss concerns about what’s 
going on at FAB, make recommendations to the staff on policies, and plan social events. 
(www.fightAIDSboston.org) 	  
	  134 
behaviors among MSM with HIV, such as sex marathons and unprotected anal sex, 
further increasing risks for known HIV/STI syndemics (Ostrach & Singer 2012, Semple 
et al. 2009). Moreover, HIV-positive MSM who: “perceived higher levels of HIV/AIDS 
stigma in the gay community were more likely to seek partners in settings that facilitate 
anonymous sex, such as private sex parties and sex clubs” (Courtenay-Quirk et al. 2006: 
65).  
Newly diagnosed individuals report high levels of stigma specifically related to 
loneliness and social isolation, in which case they seek anonymous sexual partners 
(Dowshen et al. 2009: 374). This contributes to the negative feedback loop in which the 
solution sought to relieve loneliness or isolation related to stigma may in fact contribute 
to biological risk factors for HIV/STI interactions that, once acquired or known, can then 
exacerbate in-group stigma.   
 Paco also spoke about his own HIV diagnosis and the self-stigma that he felt as 
from being HIV-positive. His account speaks to the self-stigma that many HIV-positive 
MSM assign to substance use, the increased sexual risk-taking following diagnosis, and 
feelings of isolation. He recounted his entrance into the drug-using world as his way of 
stepping back into the sexual arena after learning he was HIV-positive: 
I was so depressed, and you want to have a partner, you want to have somebody. 
And, for some reason, I thought I’m not, I can’t [have sex], because I have HIV, 
you know, so I went and did meth ... And, of course, meth is for most people you 
(sic) become sexually active or whatever. Umm, or you involve sex. And, uhh, that 
was my way…I didn’t care and that, that was the scary part, thinking— now that I 
look back and now that I’m sober— you look back and you, you remember that 
you risked yourself, and you risked others. But, I also risk myself because I 
wanted to feel.  
	  135 
In this textbook case study of an in-group HIV/STI/substance use/stigma syndemic risk 
scenario, Paco’s methamphetamine use was a strategy for coping with or being in denial 
about his illness. He constituted this as a way of dealing with the stigma that he felt from 
being HIV-positive even in an HIV-positive MSM community. His statement “I wanted 
to feel” demonstrated his loneliness and depression, but also the progression of his self-
stigma. As a member of the HIV community center, Paco realized the stigma that “users” 
faced from other members of their community, which can be incorporated into self-
stigma. In attempts to combat this immorality of drug use and HIV diagnosis, Paco 
organized talks to help alleviate the stigma of “users” within the community.  
In-group HIV stigma and medication adherence   
As Paco’s story indicates, stigma can exacerbate an individual's sense of 
loneliness and marginalization, adding to the feeling that one needs to hide his diagnosis 
from family and partners. I would suggest that this also increase a person's risk of 
depression. Together, these challenges can compromise his ability and willingness to 
adhere to a medication regimen.  
Reduced antiretroviral medication adherence is associated with HIV-related 
stigma (Rao et al. 2007; Rintamaki et al. 2006; Vanable et al. 2006).  According to 
Adolescent Trials Network research, depression and stigma are indicators of high-risk 
behavior and lack of medication adherence among youth living with HIV (Tanney et al. 
2012). Perceived social stigma can affect medication adherence, contributing to feelings 
of marginalization, loneliness, and depression (Waite et al. 2008; Ware et al. 2006; 
Gonzalez et al. 2004)— especially for MSM who chose to conceal their HIV status. 
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Among HIV-positive individuals, those with high concerns about social stigma were 
more likely to be non-adherent to medication (Rintamaki et al. 2006) – this stigma, in 
turn, can affect one’s behavior in other ways. For example, those who are depressed or 
marginalized may also be less likely to participate in community activities and receive 
services. Individuals with concerns about HIV stigma may be less inclined to disclose 
their status to sexual partners, a point of contention within HIV-positive group settings, 
and arguably a risk factor for HIV/STI syndemics. 
Vinny’s story about his African-American friend with Kaposi’s sarcoma, seen in 
Chapter Four, denotes many of the attitudes and behaviors that members display in 
regards to medication adherence. Vinny states, “how could you not take one pill?” This is 
a sentiment shared among many members at FAB. Jeff jokingly displays a common 
elitism about viral suppression saying, “so that’s my HIV story it is so much like many of 
peoples, y’know? And actually I’m not undetectable. At Mass General, we are more 
precise you’ve become “non-detectable,” but I don’t share that with other people cuz I 
don’t want to make it a status thing” (Interview 06-30-15). 
 Jeff mockingly states that he’s “non-detectable,” even said in jest this is 
something that re-affirms a biomedical hierarchy. His statement demonstrates that 
biomedical moral ‘statuses’ do exist within the FAB community, though he does not want 
to engage in them. Often members discussed their viral loads and CD4+ cell counts as a 
way of justifying their health and well being. Such affirmations denote the ways that 
biomedical moralities work within the community; being responsible implies taking one’s 
medicine— adhering to biomedical standards— and working to rehabilitate one’s self.  
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As one staff member said, “Ya, everyone here will tell you they are ‘undetectable’…” 
(Fieldnotes 05-24-15). Such justifications are a way to avoid stigma in regards to being 
an “irresponsible” and thus immoral HIV patient.    
Within Group Stigma, often Unintentional  
At the same time, stigma is at least nominally recognized among staff at the 
center. The members of the community center raise awareness about stigma through 
campaigns geared toward helping others through guiding relationships, creating 
awareness, and promoting education. Members of this community center seem highly 
aware of multiple aspects of HIV and other stigma that affect their lives. Another 
member spoke about stigma’s pervasiveness within the HIV community: 
You know, it's like the Latino group [at the center], you know. You get a Latino 
group together; they are going to stigmatize each other, especially if they are 
from different countries. So there's always stigma within every single group... And 
we do it, even people who say they don't stigmatize, we sometimes do it. I'm not 
saying purposely, or maliciously, but we sometimes do it. (Paco) 
In this statement, Paco, a Latino himself, described the stigma present within and 
between various racial groups of HIV-positive MSM members. He was speaking 
specifically to the tensions and forms of stigma that all current members impose on others 
without realizing their actions27. The notion of stigma that Paco refers to is pervasive and 
often a product of “common sense”. As a peer advocate, he emphasizes increased 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  27	  Though the intersectionality of racial and sexual minority tensions may exacerbate 
stigma dynamics, the in-group stigma in this chapter is focused on applications of 
creating moral-selves. Accordingly, members may often feel stigmatized because of their 
race or gender but this, I argue, is a product of other structural factors that interact with 
in-group community dynamics.   	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awareness of subtle or off-handed remarks that can help others realize what they are 
doing.  
Individually, these attitudes or perceptions of being stigmatized may not by 
themselves create health risks, but looked at cohesively they contribute to increased risks 
for biological-behavioral interactions that exacerbate significant disease burdens for HIV-
positive MSM. Given what is known about the ways that structural HIV stigma can drive 
behavioral and biological interactions between HIV, other STIs, medication adherence, 
sexual risk behavior, and substance use, the impact of in-group HIV stigma within MSM 
communities on each of these pathways of interaction must be more closely examined. 
 
Reinforcing Syndemic Concepts  
 Halkitis, Wolitski & Millett (2013) suggest a syndemics framework as a holistic 
approach to examine the disparities that affect gay, bisexual, and other men who have sex 
with men. They emphasize the value of such an approach, suggesting:    
With regard to HIV prevention for gay, bisexual, and other MSM, such a 
foundation introduces biomedical factors associated with HIV infection while also 
incorporating interrelated psychological and social issues, informed by syndemics 
theory, and recognizing the contributions of structural influences on health 
(Halkitis et al. 2013: 265).  
 
Certainly, the application of syndemic theory elucidates the larger structural influences 
on the health and experiences of HIV-positive MSM. These authors also acknowledge the 
limitations of syndemic theory application. They suggest that, “as important as syndemics 
are to understanding elevated HIV risk among gay men compared with other populations, 
it is just as important to note that most gay men who are exposed to such overlapping 
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epidemics are not HIV-positive” (Halkitis et al. 2013: 265).  While the scope of this 
ethnographic research is limited to the synergism of epidemics among HIV populations, 
it does not discount the disparities facing the Boston MSM community more generally.  
Syndemic models thus far do not encompass or account for the community bonding that 
serves to create a cohesive dynamic among the HIV-positive population at the 
community center. Syndemics cannot be studied in isolation from the individuals and 
communities they affect. Through ethnographic research documenting the narratives of 
community members, and evaluations of community programing, ways to prevent and 
address current syndemic interactions can be highlighted.  
 
Challenging the Syndemic Model 
Some scholars would not find empirical support in aspects of the syndemic I 
propose. Courtenay–Quirk et al. (2006) oppose the notion that perceived stigma is 
associated with sexual risk behavior. They suggest “perceived HIV/AIDS stigma in the 
present sample (n=206) was unrelated to sexual risk behavior, including unprotected anal 
sex with partners of negative or unknown serostatus” (pg. 64). However, the authors do 
note that these finding have been mixed. I would also suggest that the way stigma was 
measured and defined could be a result of such inconsistent findings.  Additionally, as 
mentioned earlier Dowshen et al. (2009) report that newly diagnosed HIV-positive 
individuals report increased stigma related to loneliness and isolation, and cite this as a 
reason they seek anonymous sexual partners. Countenay-Quirk et al. (2006) add, 
“HIV/AIDS stigma was also unrelated to substance use, including having sex while under 
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the influence of drugs or alcohol,” however extensive qualitative data and subsequent 
literature from other studies show otherwise (p 65).  In my own data, Paco’s case 
suggests substance use was intimately linked to sexual risk behavior, due to the stigma he 
felt from being HIV-positive. In accordance with Paco’s narrative, Halkitis et al. add, 
“[p]erhaps the greatest synergy exists between substance use and HIV risk in gay, 
bisexual, and other MSM. Substance use had been intimately linked to HIV in this 
population throughout the course of the epidemic” (Halkitis et al. 2013: 265).   
 
Conclusion 
 Despite the challenges purposed of the syndemic model, one particular interview 
encompasses the in-group HIV stigma syndemic purposed above. My interview with 
Trouble, a particularly active member of FAB, showcased the hierarchies of the 
community. Trouble stands about five foot seven inches tall, he often wears a baseball 
cap to cover his brown buzzed haircut which is usually accompanied with a hunter green 
fur lined jacket and worn jeans. He is as lean as an Olympic distance runner, and smokes 
a pack of cigarettes a day— something he pick up on his job as a truck driver. I was 
particularly close with Trouble, and often asked him candid questions:  
Nick: Do you agree or disagree that how you received your HIV status affects 
how you’re seen at FAB?  
Trouble: I say, yes, because I got it from having sex with another guy. That’s 
about it.  
N: So like, if someone got it from using drugs do you think that’s different? Or it’s 
still the same?   
T: Well, I’m undetectable.  
N: Ya…  
T: I think it’s totally different from having sex and doing needles.  
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N: You think so? How so?  
T: Cuz most of them still have it [a drug addiction] when they come in here. Ya 
know, people like me and Joe. Well-- Joe’s neutered anyways. He hasn’t had sex 
in years but he still has the virus, which will never go away. He doesn’t have sex 
anymore. He doesn’t do drugs. You know what, everybody has their own opinion, 
and their own stats on how they got it. [I have] HIV my way and that’s it. 
 
Troubles remarks demonstrate the ways that ‘biomedical moralities’ can be mapped on 
the psyches of community members. Trouble asserts that many members of the 
community come in with addiction issues, which he states is “totally” different from 
having sex.  He also asserts that he’s “undetectable” implying that he is fully compliant 
with his medication. Trouble’s friend Joe also demonstrates an embodiment of 
‘biomedical moralities’ in that he abstains from having sexual intercourse at all. He also 
obtains from drug use as well. Accordingly, he has reincorporated a self that is contained 
and not unruly. Trouble recognizes that Joe still has the virus, but it trying in multiple 
ways to safeguard others from it. In this instance, both Trouble and Joe are members who 
demonstrate the “good” ways to live with HIV/AIDS; others who come in using 
substances encompass “bad” ways of living with HIV because they fail reincorporate 
their self’s and adhere to biomedical standards.  
 Syndemics theory is an ideal model to address the multiple stigmas that HIV-
positive individuals, particularly MSM in the research presented. Additionally, I would 
add that ethnographic research on syndemics reveals the lived experiences of people 
affected by syndemic interactions. In my work it helps to address the larger structural 
factors that reinforce ‘biomedical moralities,’ which are then enacted through stigma that 
influence pathways for bio-behavioral interactions. As many community members 
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recreate notions of moral selves that are adherent to medication, practicing ‘safe’ sexual 
habits, and abstaining from substance use become as a way of being with HIV. This 
embodiment of biomedical standards creates hierarchies that exacerbate within-group 
stigma for those to fail to be “good” HIV bodies.    
Much has been written about the individual and unidirectional social and 
biological relationships between high-risk or casual sex, substance use (especially 
methamphetamine), and HIV status among MSM. The bulk of this research focuses on 
how HIV-positive MSM manage perceived HIV stigma or homophobia from the 
dominant heterosexual culture around them. Yet, the existing literature does not take into 
account dimensions of stigma as it affects MSM who similarly encounter HIV stigma 
within the MSM community. This can be where HIV-positive MSM seek affirming, 
socially protective connections and relief from external stigma. Building on this body of 
existing research, the in-group HIV-positive MSM syndemic I here present consists of 
precisely these structural-biological-behavioral dynamics among HIV-positive MSM who 
perpetuate HIV stigma.  
In previous chapters I have examined the ways that HIV members associate 
aspect of their identity within the community, and how such social categories can be 
driving factors for multiple stigmas. Additionally, the formation of community and the 
ways in which members interact with the spaces create various levels of interaction 
between individuals and among risk factors. Such factors both contribute to and detract 
from intersections of stigma. The syndemic interactions suggestions are dynamic and 
fluid, existing in certain contexts, and not necessarily uniformly throughout the 
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community or equally for all members of an affected group. Thereby, the syndemic 
model should be taken in certain social context, which may not exist out the nexus of 
other structural or social conditions.  	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CHAPTER SIX: CONCLUSION 
 
 “Glittering Generalities” 
As an anthropologist, my role is not to speak for the communities I research in, 
but rather to listen to the voices of my participants and gain an understanding of their 
culture. I would be remiss if I did not include the ongoing, and sometimes daily, debates 
that took place within FAB. Members often took different views on stigma and its 
relevance to the community. In my field journal, I took extensive notes of a conversation 
between two long time members describing the dichotomy within the community.  One 
feels that the hostility between member creates an “adversarial community” while the 
other cannot help but disagree:  
P1: Did I hear you call this an adversarial community? 
  
P2: Yes, I do. I think a lot of people come here, and they don’t feel comfortable. 
P1: So I hear you relate the example of someone not saying ‘Hello’ to you. 
And you interpreted that as adversarial?  
  
P2: That’s what this woman was saying…From the BBC report on “adversarial 
work environments” 
P1: No, I’m not asking what the woman was saying. I am asking why you related 
it (P2: Well, the way they do it...). Forget the woman. I am asking what your 
experience is. 
P2: Well you… for instance, if you have sat in a group and you hear somebody’s 
sob story, someone’s sadness, blah blah blah, right… and even like talk to them 
[about it]. And, then, as soon as you’re outside this group, they won’t—they walk 
past you and they don’t see you. What does that tell you? 
P1: Do you have feelings when someone doesn’t hold a door for you? 
P2: Um, no. I just think they’re rude. 
P1: Maybe it doesn’t have anything to do with you? 
P2: Many times it doesn’t, but many times it does. I know the kind of people that 
I’m talking about. There’s one or two. 
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P1: One or two are making this an adversarial community? 
P2: Uhh—only in so much as I identify those situations as being uncomfortable 
for me. 
P1: That’s a more articulate way of say it. That’s a more discreet way of 
describing your experience rather than ascribing this glittering generality to the 
whole community— of it being an adversarial community. You actually caught my 
attention. I never hear you say that. 
  
The conversation continues: 
 
P1: You labeled this an adversarial community and I can’t help but question that. 
P2: Listen. I have war wounds from that lunchroom, baby! 
P1: Does it work the other way? 
Are you open to how people are experiencing you? 
Are you aware of how people may be experiencing you? 
And how they are experiencing you. Does that ascribe a label for this 
community? 
 P2: Umm. I believe some people think I’m scary— 
  
Applying a term that does not accurately fit a community or culture is a real source of 
anxiety. While working with this community I wanted to be careful to not characterize 
FAB as an “adversarial community”—because FAB works hard to address stigma, but 
the environment present in Boston’s HIV communities and beyond may be different.  
FAB offers many members a second home, one member described it as a place “where 
everybody knows your name.” Going to HIV community centers can help with advocacy 
and education. The services provided at FAB mean a lot to the members, which is why so 
many people fight to keep the same values and beliefs. Despite the snarky remarks and 
the elitism displayed by certain members, most people are happy and thriving within the 
community— aside from the stigma that may sometimes ensue.   
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Syndemic Theory 
         Syndemic theory works on multiple levels by depicting the social environments 
that exist within the contexts of disease. As Mendenhall (2012) states, “syndemics 
framework requires the medical community to take a step back from its focus on disease 
as a singular, self-contained entity and requires investigators and clinicians to consider 
how social and psychological factor synergistically interact with psychical health” (pg. 
22).  Syndemics help explain structural problems that create potentially hazardous 
environments and sheds light on communities and peoples that are potentially vulnerable. 
The term syndemic then reflects a critical biosocial understanding of disease. It labels 
various kinds of harm-enhancing disease interactions that commonly are facilitated 
directly through the impact of social relations of inequality on health (Singer 2013: 99) 
Stigma is the driving structural factor in many syndemics, including the one presented in 
previous chapters.  
Nevertheless, the syndemic model does not always fit within communities and 
contexts— this specifically relates to the nature of changing social significance. 
Mendenhall (2012) explains in the context of Latina women and diabetes: 
Although some women found the initial diabetes diagnosis to be stressful, may 
eventually accepted, or simply ignored, their disease as it went on. In a sense, 
diabetes became one of the many stresses woman packed into their ‘luggage’s’. 
This shows how the clustering of the disease within a population may facilitate a 
normalization of the disease (112). 
 
 As such HIV related stigma might constitute a daily occurrence for the members I 
interviewed— something that is normalized into the experience of their illness.   In this 
particular ethnographic work, syndemics as a framework is more suited to identifying the 
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macro-level factors, and thus is more useful for researchers, providers, clinicians, or other 
academics. The nuances and interpersonal, often psychological nature of stigma is not 
described in the ways my participants talk about it. Hence, those affected by the 
syndemic may not see or be aware of the intersecting and interacting nature of the factors 
that affect them, on a day-to-day, lived basis.  Many participants noted that “stigma is not 
a problem” at FAB, however this may also simply demonstrate the normalization of 
stigma as part of having HIV/AIDS. In such circumstances, the syndemic model 
adequately addresses the larger structural factors reinforcing stigma, but it does not offer 
an immediate way to alleviate stigma’s effects on individual’s bodies and lives.  
Addressing possible syndemics cannot by itself ensure a change in promoting 
better health of HIV-positive gay, bisexual, and other men who have sex with men. 
Because, even if structural barriers are removed individual behaviors may still persist. In 
the particular syndemic purposed, the pervasive community notions of enhancing the self 
through biomedical ideals still persist due to the cultural dominance of biomedicine.   
Stall, Friedman, & Catania (2001) suggest, “the study of syndemics is characterized by 
numerous paradoxes” (pg. 268). The paradox that lies in structural inequalities may be 
challenged, but the underlying marginalization and discrimination still remain.  
Using the syndemics framework as a window into the phenomenon being studied 
can help HIV-positive individuals’ health. It can elucidate more holistic approaches 
grounded in the narratives of those living with multiple, intersecting stigmas and 
illnesses. In light of the paradox of individual health problems that can be addressed 
socially, consideration of how stigma interacts with bio-behavioral risk factors to worsen 
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overall suffering is necessary. Increasingly, the need for person-centered ethnography to 
address such bio-behavioral risk and voice to inequalities is needed.  
The chapters presented address that social and structural power dynamics within 
this specific HIV-positive community, which are a nexus that drive potential syndemic 
interactions.  However, addressing HIV stigma, broadly speaking, can also reinforce 
social power dynamics. Link and Phelan (2001) state, “as long as dominant groups 
sustain their view of stigmatized persons, decreasing […] one mechanism through which 
disadvantage can be accomplished simultaneously creates the impetus to increase the use 
of another” (pg. 375). Thus, stigma depends on power imbalances, which I suggest in 
previous chapters.  
I have used stigma syndemics to examine the role of power within social settings. 
As noted, “the role of power in stigma is frequently overlooked because in many 
instances power differences are so taken for granted as to seem unproblematic” (Link 
&Phelan 2001: 375). To adequately address the proposed syndemic model, power 
differences within the community need to be alleviated. However, doing so would require 
members to reject the moralities engendered by biomedicine, which has brought 
HIV/AIDS patients lifesaving drugs— therein lies yet another paradox.  
Staff and members also interact within various power hierarchies, which may not 
easily be alleviated. Though staff attempted to create an egalitarian environment in the 
lunchroom, their limited control did not extend to how biomedical messages are 
reinforced in the community. Attempts to lessen stigma influence by biomedical ideals 
may be thwarted by long-time members. Dismantling the cultural capital gained from 
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being a long-time member of the community may also be nearly impossible. As Bourdieu 
suggests: “the best measure of cultural capital is undoubtedly the amount of time devoted 
to acquiring it” (1986:89). Thus, long-time members who have gained cultural capital 
throughout their time at the FAB have acquired a certain senior status than may influence 
power hierarchies and community values, which in turn influence stigma within the 
community.  
 
Biomedical Moralities 
As I argue in previous chapters, “biomedicine may actually worsen syndemic 
interactions” that stigmatize members of HIV communities (Mendenhall 2012:112). Thus 
the larger racial, class and power dynamics that are central to stigmatization (as a form of 
power) also exist within biomedical standards of conduct and are reproduced in HIV 
communities as expectations for etiquette and moral behavior. The formation of 
community as a physical space that offers interpersonal and cultural meaning is essential 
to the conception of “biomedical moralities.” The community is a place that has 
interpersonal meaning and functions within society’s culturally powerful sanctions, 
reinforcing and perpetuating such moral selves.  
Due to the dominant biomedical discourse around HIV acquisition and treatment, 
many members may enact and perpetuate stigma on each other to reinforce hierarchal 
values, even if they themselves deny that such stigma is present. These discourses are 
then further reinforced through conceptions of identities as “right” and “wrong” ways of 
living with HIV/AIDS. In Chapter Four, I expanded upon the stigmatization of aspects of 
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one’s identities from within and outside the HIV community. As Waldby (2003) states, “ 
biomedical science understands the ‘war on AIDS’ as war on the virus… but many other 
commentators understand it as a war on People Living with AIDS (PLAW’s) and on 
those identity categories which feature AIDS discourse” (3).  Such discourse can be 
understood in a syndemic model as an attempt to examine the way biomedical moralities 
become embodied and enacted on members of the FAB community.  
 
Limitations 
This qualitative study was limited to a microcosm of Boston's HIV community 
(FAB), and so its applicability may not be widespread. However, some existing literature 
supports the participants’ attitudes and perceptions about HIV stigma (Halie et al. 2011; 
Frey et al. 2010). Additionally, many of my participants were older men, some of which 
had been at the community for a long time. All of my participants had been living with 
HIV for over 5 years, and most for over 10 years, which may have skewed perceptions of 
stigma. Certainly an added perspective from younger voices is need, but was not readily 
available when I was doing research at the community center. It is also important to note 
that participants who left most stigmatized may not have talked to me due to my status as 
a researcher or my affiliations with long time members.   
Moreover, I found limitations in exploring a syndemic because certain aspects of 
stigma were already being addressed in shirt, bandanas, and parades before I got there.  
This may have grounded in members’ claims that there “was no stigma”, because they 
were tired of talking about stigma.  This often forced me to focus my attention on other 
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aspects of community member’s HIV stories, ones that they did not consider to be 
immediately related to stigma. Increasingly, I discovered that the stigma present at the 
center came from aspects of members’ identities fostered through biomedical moralities 
indoctrinated into community values. These ‘community ethics’ served as veiled 
discrimination, which is why member did not consider it stigma. Moreover, stigma may 
have just been incorporated as a part of their lives, as Mendenhall’s participants suggest.    
  
Recommendations 
Recognizing, examining, and documenting the role of stigma in HIV treatment 
and care is increasingly important not only for HIV-positive individuals’ day-to-day lives 
but also for promoting supportive environments within HIV communities. As Earnshaw 
et al. (2013) explain, “[d]ifferentiating between HIV stigma mechanisms within research 
may have especially significant implications for interventions to improve health and well-
being among PLWH” (pg. 10). Understanding the nuances of stigma and its impact on 
health and well-being can help advocates and policymakers research plan interventions 
that can improve outcomes. HIV stigma can create a negative feedback loop from both 
outside of, and within, HIV-positive communities to further isolate certain populations, 
adversely affect their health, interfere with the effectiveness of ART, and increase HIV 
and STI transmissibility. In HIV community settings where shared knowledge of 
diagnosis and status may contribute to stigma, HIV stigma campaigns should be designed 
to combat stigma both within and outside of HIV-positive community organizations. 
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Many existing anti-stigma campaigns target HIV-positive audiences in terms of 
addressing one's HIV status when dating, using appropriate language, and heightening 
education about HIV to the general public (e.g.www.thestigmaproject.org). However, 
addressing the various overlapping and intersecting stigmas that may come to be 
associated with aspects of being HIV-positive, such as being stigmatized for being a gay 
African-American man, or being an HIV-positive substance user, have not been 
adequately addressed. Bowleg’s (2008) work on intersectionality states “social identities 
and inequality are interdependent for [certain] group” (312). Thus, stigmatization also 
comes with inequalities HIV-positive individuals’ face, which may not be mutually 
exclusive from their identities; however, many of the accounts I present were due to the 
social structure of the community center.   
   Overcoming these divides within HIV communities will be a key factor in 
combating HIV stigma, to improve public health and quality of life. A truly intersectional 
prevention and treatment effort will require confronting structural, biological, and 
biosocial factors. Multiple, inextricable social stigmas affect HIV-positive MSM, each of 
which can affect their biological and behavioral risk factors. 
 Working with HIV communities and its members to address and reduce each of 
these types of stigma is long overdue, and thankfully underway. But there is more to be 
done. Boston area HIV community centers, such as FAB, do work to combat stigma in 
multiple ways. This includes: addressing and navigating romantic relationship 
communication and status disclosure for HIV-positive MSM, providing community 
groups to voice concerns and address issues, and creating stigma awareness blogs, 
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Tumblr pages, and other social media websites. However, as a result of in-group HIV 
stigma syndemics that produce biological and behavioral interactions the effects of in-
group HIV stigma can be detrimental to the health of HIV-positive MSM. 
FAB’s anti-stigma campaign addressed multiple barriers of stigma, but was not 
able to address the intersections of stigma highlighted throughout this thesis. FAB’s 
campaign took a member centered approach, which asked individuals in the community 
to address the stigmas they perceived from being HIV-positive. Suggesting that there was 
stigma among community members would imply that there is an inherit problem in the 
community. It would challenge the spatial symbol of community that members have 
created, an attempt at ‘splitting up the [fictive] family’ that provides a subcultural space. 
Though staff recognized and challenged the stigmas attached to marginalize communities 
(i.e. drug use) their attempts to challenge such notions were limited because of the 
biomedical values established by members. Additionally, while many members 
recognized the divide in the community, they did not elaborate on what caused such 
divides, or that it may be a product of stigma. I would recommend that staff and members 
workshop ways to address how stigma manifests and becomes a product of community 
values.  
Taking a ground-up approach in defining and recognizing stigma, may be an 
essential part to addressing the ‘multiplicity of stigma.’ Because stigma may mean 
different things to different people addressing its fluidity can help members conceptualize 
what defines stigma and how it manifests. Stigma can be dialogical, experiential 
(subjective, inter-personal, contextual), internalized, or simply a product of other people’s 
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biases. Community level approaches may help define individual level experiences versus 
more abstract concepts theorized by academics. Many of the participants I interviewed 
would not necessarily see stigma as a product or biopower or larger structural factors. 
Thus employing a ground level approach may give voice to what is happening in the 
community and address the powers the community thinks influence stigma. Because as 
Link and Phelan (2001) adapting Goffman’s theories suggest, “it takes power to 
stigmatize” (375).   
Consequently, creating truly intersectional, biosocially effective campaigns to 
"end HIV stigma" from outside as well as inside the community will be highly beneficial 
within and among HIV-positive MSM and others impacted by HIV. Doing so would help 
address the dominant biomedical discourse around HIV management and care. Forums 
where HIV-positive members discuss the stigmas that manifestation with medical 
providers can be a step in addressing “biomedical moralities.”  
  Mandenhall (2012) echoes Good (1994) saying “just as syndromes are situated 
within cultural and historical contexts, so too biomedical constructions of disease are 
culturally and historically contingent” (pg. 22). Thus, the narratives presented in this 
thesis are culminated from cultural perspectives of a Boston specific HIV community. 
They account the stigma and biomedical morality that is present in Massachusetts, which 
may be exacerbated due to the relatively widespread access to health care and social 
services. These individuals were “lucky” enough to comply with medical regimens, gain 
a physical space for similar individuals, and be recommended to health related services 
like needle exchanges and housing authorities.  Many HIV-positive individuals— abroad 
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and in the United States— cannot access these resources. Though specific structural 
factors are reinforcing stigma within these communities, there is still more work to be 
done. Creating a dialogue where HIV can be talked about and treated without 
biomedically hegemonic standards of conduct may be a good start. Anthropological 
works may not be able to remove the stigma that substance users, gay men, or HIV-
positive individuals face, but it can highlight the factors that reinforce such stigma and 
give voice to the individuals who are suffering from such inequalities.   
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  Annotated	  genomes	  of	  Mycobacteriophage,	  which	  included:	  filtration,	  gel	  electrophoresis,	  DNA	  purification	  (enzyme	  restriction	  and	  QC	  gels),	  electron	  microscopy,	  and	  shotgun	  sequencing.	  • Presented	  the	  classes’	  findings	  with	  a	  talk	  and	  poster	  at	  the	  Annual	  SEA-­‐Phages	  Symposium.	  • Learned	  and	  became	  knowledgeable	  in	  DNAMaster,	  Phamerator,	  Linux,	  Ubuntu	  and	  Kubuntu	  
	  
Publications:	  
Forthcoming	  Emard,	  Nicholas. “Better"	  and	  "worse"	  HIV-­‐	  positive	  identities:	  	  
Stigma	  within	  MSM	  communities,	  substance	  use,	  and	  risks	  for	  HIV/STI	  syndemics.	  	  Literature	  review	  and	  analysis	  with	  preliminary	  ethnographic,	  qualitative	  findings	  proposing	  a	  syndemic	  model.	  Accepted	  for	  Stigma	  Syndemics	  volume,	  Eds.	  Lerman,	  Ostrach,	  &	  Singer.	  
	  Welkin	  H.	  Pope,	  Charles	  A.	  Bowman,	  Daniel	  A.	  Russell,	  Deborah	  Jacobs-­‐Sera,	  David	  J.	  Asai,	  Science	  Education	  Alliance	  Phage	  Hunters	  Advancing	  Genomics	  and	  
Evolutionary	  Science(SEA-­‐PHAGES)3,	  Phage	  Hunters	  Integrating	  Research	  and	  Education,	  William	  R.	  Jacobs	  Jr.,	  Roger	  W.,	  and	  Graham	  F.	  Hatfull.	  2015	  "Whole	  
genome	  comparison	  of	  a	  large	  collection	  of	  mycobacteriophages	  reveals	  a	  continuum	  
of	  phage	  genetic	  diversity."	  ELife	  Science.	  (In	  Press)	  	  	  	  
Academic	  Experience:	  	  
Presenter:	  Gave	  a	  talk	  at	  the	  114th	  Annual	  Meeting	  American	  Anthropological	  Association	  Meeting	  (2015),	  in	  The	  Biosocialcultural	  Trajectory	  of	  Stigma	  panel.	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communities,	  drug	  use,	  and	  risky	  sexual	  behavior	  	  
	  
Assistant	  Editor:	  Worked	  with	  Dr.	  Lance	  Laird	  (Boston	  University	  School	  of	  Medicine)	  to	  edit	  an	  article	  submitted	  to	  the	  Journal	  of	  Religion	  and	  Health.	  I	  examined	  the	  accuracy	  of	  literature	  and	  depth	  at	  which	  the	  article	  elucidated	  the	  role	  of	  Catholicism	  in	  gay	  men	  living	  with	  HIV	  in	  Canada.	  	  	  	  
Research	  Interests:	  
	  
Medical	  Anthropology,	  Cultural	  Anthropology,	  Public	  Health	  	  
• HIV/AIDS,	  Syndemics,	  South	  Asia,	  Bhutan.	  
• Person	  Centered	  Ethnography,	  understand	  the	  cultural	  affects	  with	  disease,	  illness,	  and	  perceptions	  of	  well-­‐being.	  	  
• The	  effects	  of	  gender,	  sexuality,	  and	  economy	  on	  access	  to	  health	  care	  and	  treatment.	  I	  am	  most	  concerned	  with	  work	  in	  HIV/AIDS,	  chronic	  diseases,	  and	  injection	  drug	  use.	  _________________________________________________________________________________________________	  
EDUCATION:	  
Boston	  University	  School	  of	  Medicine,	  Boston	  MA	  Medical	  Anthropology	  and	  Cross	  Cultural	  Practice	  Expected	  Graduation	  05-­‐2016,	  candidate	  for	  Master’s	  of	  Science	  
	  	  
Wheaton	  College,	  Norton,	  MA	  Bachelor	  of	  Arts	  Candidate,	  May	  2014	  Major:	  Psychology,	  Minor:	  Public	  Health,	  GPA	  in	  Major:	  3.7	  	  	  
Study	  Broad:	  
Royal	  Thimphu	  College,	  Thimphu,	  Bhutan	  Coursework	  in	  Bhutanese	  Political	  Systems,	  Contemporary	  Bhutanese	  Society,	  Bhutanese	  Language	  &	  Culture,	  and	  a	  Practicum	  in	  Health	  Sciences	  Spring	  2013,	  	  GPA:	  3.78	  	  _______________________________________________________________________________________________	  SKILLS:	  
Language	  Skills:	  Spanish:	  Intermediate	  reading	  and	  basic	  spoken;	  French:	  Introductory	  reading	  and	  spoken	  
Computer	  Skills:	  Microsoft	  Office,	  Outlook,	  REDCap,	  Basic	  NVivo,	  Comfortable	  with	  MAC,	  PC	  and	  Linux	  platforms.	  
Research:	  Experienced	  with	  data	  collection	  and	  basic	  analysis	  of	  Qualitative	  and	  collection	  and	  entry	  of	  Quantitate	  data.	  	  	  	  
